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ABSTRACT
Human beings are usually distressed when exposed to 
traumatic events but post trauma psychological consequences are 
not uniformly experienced. Some individuals develop post 
traumatic stress disorder and others do not. The present 
investigation is in response to a perceived need for 'across 
trauma' studies directed at explaining individual differences in 
psychological response to trauma. The study aimed to investigate 
these differences, regardless of trauma experience, in terms of 
eleven generic predictors isolated by previous, mainly single 
trauma, investigations. Four trauma groups, consisting of 20 
respondents in each, were selected for study. Victims of crime, a 
naval disaster, an airline disaster, and an earthquake disaster 
were surveyed and it was hypothesized that, consistent with the 
classic paradigm for stress related disorders, post traumatic 
stress disorder would be additively dependent on the number of 
generic predictors experienced. The hypotheses were only 
partially confirmed, the experience of prolonged physical stress, 
bereavement, and a shattering of the individual's assumptive 
world were found to be significantly and additively predictive of 
post traumatic stress disorder symptomatology. These predictors 
were discussed in terms of their cognitive impact on the 
individual. It was asserted that, regardless of the traumatic 
event or the magnitude of the stressor, an individual's 
vulnerability to post traumatic stress disorder w ill depend, at 
least in part, on cognitions associated with the need for a 
meaningful world and a right to life. The greater the assault on 
these cognitions the greater the likelihood of post traumatic 
stress disorder symptomatology. The results were highly 
consistent w ith previous research findings but are important 
confirmation of those findings because they emanate from 
an across trauma research design.
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1INTRODUCTION
Human beings frequently suffer consequences as a result of being exposed 
to a traumatic event. They can suffer materially (as might be expected in 
the event of a disaster such as an earthquake); they can suffer physically 
(again as a consequence of a natural disaster or a man made event such as 
violent crime or combat exposure); and they can suffer psychologically.
It is the psychological consequences of trauma which are of interest in 
this report.
What distinguishes a traumatic event from a life  event or an everyday 
experience is not unequivocally defined in the research literature or in 
diagnostic manuals such as DSM 111R. Suffice it  to say that most 
researchers and clinicians working with the psychological consequences 
of trauma would identify w ith the assertion that "Things can be so bad 
that to be sane is  insane" ( Nietzsche ). Some events would impose such a 
burden on the psychological resources of almost any human being that 
consequences are inevitable. Suffering can be relatively minor or severe; 
acute or chronic; immediate or delayed; continuous or intermittent. 
Suffering is individually defined and experienced; it  does not appear to 
take a unitary course to an inevitable conclusion and individuals 
experiencing the same traumatic event do not appear to respond 
identically. Psychological responses to a traumatic event can vary from 
no obvious reaction through mild distress to depression, anxiety, panic 
disorder, agoraphobia and post traumatic stress disorder.
in recent years there has been increasing research and clinical interest 
into the diagnostic category of post traumatic stress disorder. 
Researchers have been asking the question; given a specified traumatic
2event, why do some Individuals suffer from the disorder whilst others do 
not?
This cross sectional study addresses this important question by examining 
the influence of specific experiences (such as threat to life, 
bereavement, exposure to the grotesque) which commonly occur during a 
traumatic event. The study examines these experiences across four 
different trauma groups in order to assess their impact on the 
development of post traumatic stress disorder. The purpose of the 
investigation is to add to the body of scientific knowledge in this area by 
isolating some trauma related, but non trauma specific, experiences which 
may be predictive of post traumatic stress disorder. Isolation of these 
experiences could then provide guidelines for the identification of 
individuals at risk. This would in turn have implications for the 
efficacious implementation of post trauma intervention to reduce the 
vulnerability of those individuals.
The report begins w ith a broad review of the post traumatic stress 
disorder literature and a more specific review of the trauma literature. 
The main body of the report contains a description of the present study, 
its aims and hypotheses, results and conclusions.
3CHAPTER I
POST TRAUMATIC STRESS DISORDER: A LITERATURE REVIEW.
Post traumatic stress disorder is a relatively new diagnostic category 
the validity of which is s t il l debated in the literature. Its 
distinctiveness from other psychological diagnoses such as 
generalized anxiety disorder and adjustment disorder is questioned.
The appropriateness of the diagnostic criteria is under continuing 
review and the definition of what constitutes an 'event outside the 
range of usual human experience' (DSM 111R 1987) is s t il l unclear. 
However, there is l it t le  argument that some sort of post trauma 
psychological syndrome has been documented since the dawn of 
recorded history. Robinowitz (1987) notes that the lingering 
psychological effects of war were described in Homer's epic poem 
"Odyssey’ which has been dated to as early as 800 B.C.
1.1 AN HISTORICAL PERSPECTIVE:
Post trauma distress has been described in popular literature for 
centuries. Samuel Pepys gave a graphic account of both his own 
reactions and those of others after the fire  in London in 1666 (Ramsay, 
1990), Pepys’ description of this experience has been reviewed by Daly 
(1983) who suggests that the description provides an excellent record
4of the development of post traumatic stress disorder as it  is defined 
today. Charles Dickens described his feelings after being involved in a 
train accident; the lethargy and weakness he suffered was, he 
asserted, mental rather than physical (Mendelson, 1987). Physicians 
firs t became acutely aware of post trauma reactions as a consequence 
of combat experience, the American Civil War, Crimean War and World 
War 11 all produced their share of psychologically traumatized 
combatants.
However, it  was not until the 1940‘s that serious scientific interest 
was directed towards the psychological sequelae of trauma. Van der 
Kolk (1988) comments that Kardiner was the firs t to describe a 'post 
traumatic stress disorder like’ syndrome in 1941. Chamberlain (1980) 
cites several studies carried out in the mid 1940‘s into the 
psychological consequences of a disaster (the Boston Cocoanut Grove 
nightclub fire). Quarantelli (1985) claims that scientific interest was 
aroused by the legacy of World War II. Even then there tended to be an 
emphasis on human resilience and adjustment rather than on 
pathology. There was a milieu which suggested that post trauma 
d ifficu lties were more to do with a 'lack of moral fibre' or 
alternatively, more aligned to malingering and litigation than to true 
pathology - the term compensation neurosis was coined (Trimble, 
1985). Mendelson ( 1987) is more generous to the times as he 
describes the historical aspects of accident compensation claims. He 
comments that these claims support the notion that there was an 
awareness of psychological consequences to traumatic events, as 
opposed to physical injury consequences, in terms of compensation 
- there was an understanding of the reality of psychological illness as 
a response to trauma. Green, Lindy and Grace (1985) highlight the
5plight of concentration camp survivors, prisoners of war and nuclear 
holocaust survivors as being the impetus which eventually resulted in 
the acceptance of a unique psychological post trauma syndrome. Today 
the syndrome is well documented as a response to a number of 
traumatic events including disasters, acts of crime, and most 
commonly, combat (the Vietnam War being the most frequently studied 
traumatic event producing quite undeniable post trauma psychological 
consequences).
Over the years this syndrome has been given many labels including 
gross stress reaction, shell shock and traumatic neurosis. The 
American Psychiatric Association f irs t  included ’gross stress reaction’ 
when i t  produced its  diagnostic manual DSM 1 in 1952. DSM 11 deleted 
this reaction but replaced i t  w ith  'transient situational disturbance in 
adult life '. The disturbance was described as a self lim iting  disorder 
except in those cases where a severe premorbid personality 
disturbance was present. In 1980 DSM 111 was published and 
described the syndrome as post traumatic stress disorder. Symptoms 
of the disorder were specified and the emphasis was changed from 
acute only, to acute and chronic reactions; allowance was made for the 
presence of premorbid and concurrent pathology.
1.2 POST TRAUMATIC STRESS DISORDER (PTSD): CURRENT STATUS.
The most recent edition of the Diagnostic and S ta tistica l Manual of 
Mental Disorders (DSM 111R, 1987) has refined the diagnostic crite ria  
for the disorder by further defining the generic factors which 
constitute a traumatic event and in fining down the symptoms into
6three distinct categories. The disorder has been designated as an 
anxiety disorder and thus, in common w ith other anxiety disorders, it 
is seen to be characterized by symptoms of psychophysiological 
arousal and avoidance behaviours. It is now generally agreed that 
PTSD possesses three phenomenological/symptomatological 
constituents subsequent to an individual's exposure to some 
traumatogenic stimulus outside the usual realm of human experience: 
(1) Intrusive psychological reexperiencing of the traumatic event; (2) 
Psychological numbing to, or reduced involvement with, the external 
environment; (3) Autonomic nervous system hyperactivity and/or 
hyperfunction (Everly, 1990).
Symptoms of the disorder include traumatic nightmares, reliving 
events, detachment, numbness of responses to the external world, 
sleep disturbance, poor concentration, hypervigilance, exaggerated 
startle response, and uncontrollable rage. To be diagnosed with the 
disorder the individual is not required to suffer from all the possible 
symptoms but he or she must experience a specified number of 
symptoms from each of the three components. Specific diagnostic 
criteria for the disorder, as defined by DSM 111R, are fu lly described 
in Appendix A of this report.
The disorder has been described as a normal reaction to an abnormal 
situation (Figley, 1985a). Whilst one cannot argue with this 
contention it  is important to understand that the disorder is 
pathological and produces overwhelmingly dysfunctional interference 
in a person s adaptibility and enjoyment of life. It Intrudes upon and 
damages a person's sense of mental and spiritual well-being, their 
body and their relationships (Solomon, 1989a). There is an obvious
7disparity between the view that the reaction is normal and the notion 
that it  is pathological; the following analogy provides clarification: 
an individual may fa ll off a roof and sustain a broken leg - the broken 
leg is a normal consequence of the fa ll, the broken leg is nevertheless 
disabling.
Prevalence figures for the disorder are seldom reported in the 
literature apart from trauma specific prevalence as opposed to general 
population statistics. This may well be due to the relatively recent 
acceptance of PTSD as a unitary disorder and/or it  may be due to under 
reporting of the condition as would be expected from its clinical 
characteristic of avoidance. It may also reflect measurement and 
methodological d ifficu lties and inconsistencies such as, a confounding 
with other clinical syndromes, the need for longitudinal studies and 
the long follow up period given the latency of PT5D (McFarlane, 1986a).
Raphael (1986) suggests that post trauma morbidity is around 30% to 
40% one year after the event and in man made and high shock disasters 
30% experience persisting severe impairment. Victims of violent 
crime and rape appear to evidence particularly high levels of post 
trauma morbidity. Davis & Friedman (1985) suggest that 45% of 
victims of violent crime suffered symptoms of sleep disturbance, 
nervousness, shame, anger and anxiety long after the event. Kilpatrick, 
Veronen & Best (1985) sim ilarly note high incidences of post rape 
psychological morbidity w ith symptoms consistent w ith PTSD. The 
magnitude of these findings with respect to victims of violence is 
supported by other researchers including Ochberg (1980) in relation to 
terrorism, and Rich & Burgess (1986).
8McFarlane (1986a) comments that the nature and prevalence of 
psychological consequences from natural disasters are varied and 
contradictory ranging from common and long lasting to rare, 
nonexistent or transient. In his study of firefighters in the Ash 
Wednesday bushfires in South Australia he reports a 21% incidence of 
symptoms of intrusive imagery and lifestyle interference 29 months 
after the event (1986b). Kinston and Rosser (1974) estimate that, of 
a population of disaster victims with psychiatric sequelae, 10% may be 
so acutely disturbed as to require psychiatric intervention.
Chamberlain (1980) states that most authors believe that 45% to 55% 
of a population subjected to significant environmental stress can be 
expected to show psychiatric symptoms as a part of the disaster 
sequelae. These figures are estimates only and inconsistencies 
probably reflect the variety of measures used to assess a vast range of 
psychological sequelae and the different interpretations of what 
constitutes a sequelae. Most importantly they do not necessarily 
reflect post traumatic stress disorder incidence.
In a review of combat related prevalence rates for post traumatic 
stress disorder (Sutker, 1990) concludes that 15% of Vietnam 
veterans generally and 36% of those exposed to a high level of combat 
experience suffer from PTSD. Heizer, Robins & McEvoy (1987),
Stretch (1985), and Card (1987) all report sim ilar prevalence rates for 
this sub group of combat veterans. Prisoners of war were reported as 
having an extremely high prevalence rate of between 46% and 90% 
(Kinzie, Fredrickson, Ben, Fleck & Karls, 1984; Sutker, 1990; Sutker, 
Winstead, Galina & A1 lain, 1990). There appears to be lit t le  known 
about the incidence for World War II or Korean veterans who were not 
prisoners of war.
9Some general population figures have been supplied by Heizer et al 
(1987) in a large scale epidemiological study in St Louis U.S.A. 
(N=2493). The report states that PTSD was diagnosed in 5 men and 13 
women per 1000 population. In addition, 15% of men and 16% of women 
suffered from some PTSD symptoms but not sufficiently to be so 
diagnosed. The report concludes with the finding that PTSD prevalence 
is between 1% and 2% of the general population and 3.5% in civilians 
exposed to violent attack.
Consistent w ith Heizer et al s findings Keane (1989) quotes prevalence 
rates for PTSD in the adult population as 1% to 2%. These rates are, 
according to Keane, comparable with the prevalence of schizophrenia in 
the same population. He concludes that "This disorder, then, 
represents a significant concern to public health in this country and 
thus warrants increased research and clinical attention" (p. 149).
1.3 THEORETICAL EXPLANATIONS:
The study to be reported in this paper has a fundamentally applied 
orientation which renders superfluous an exhaustive theoretical 
review. Nevertheless a brief selective review is considered essential 
for coherence and completeness.
There is considerable overlap between theories of PTSD with several 
theoretical perspectives appearing to straddle several orientations. 
Implications for treatment based on theory tend to reflect this overlap 
and treatment, regardless of theoretical underpinning, tends to require
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some sort of re exposure to the traumatic event.
Psychodynamic theories: There is no single psychodynamic explanation 
for PTSD but rather several complementary explanations. All of which 
endorse Freud's basic belief that traumatic neurosis results when 
external stimuli exceed the ego's 'stimulus barrier’ - a blow to the ego. 
The ego's defensive functions are activitated and when these fa ll short 
of mastery and assimilation then anxiety follows. If mastery 
continues to elude the ego then a more serious regression to prim itive 
defences occurs leading to acute traumatic reaction (Fairbank & 
Nicholson, 1987; Ramsay, 1990). Essentially, psychodynamic theories 
embrace a concept of energy overload and the symptoms of PTSD are 
explained in terms of defensive undercontrol (intrusion) and defensive 
overcontrol (avoidance). Intrusion has also been explained in terms of 
repetition compulsion brought about by the individual’s attempts at 
mastery (Rundell, Ursano, Holloway & Silberman, 1989).
Neurobiological/Neurochemical models: These models are based on the 
evident physiological hyperarousal found to be present as a symptom of 
PTSD. Paige, Reid, Allen Newton, (1990) have demonstrated 
disturbances in baseline autonomic arousal (heart rate and blood 
pressure) in sufferers of the disorder. Kolb (1987) asserts that, in the 
face of perceived threat, there occurs excessive sympathetic arousal. 
"The 'constant symptoms' of post traumatic stress disorder, then, are 
explainable as expressive of cortical synaptic change related to those 
processes which underlie sensitization, learning and habituation"
(p. 994). Kolb goes on to suggest that it  is the inescapable recurrence 
of the physiological disturbance that affects personality and stability. 
Everly (1990) describes PTSD as a condition of neurological
hypersensitivity within the noradrenergic projections of the septal- 
amygdalar-hippocampel complexes.
Krystal, Kosten, Southwick, Mason, Perry & Giller (1989) have 
summarized and reviewed the literature pertaining to this theoretical 
explanation and conclude that there is evidence to support a long 
lasting post traumatic dysregulation of noradrenergic and H.P.A. 
systems. The psychophysiological studies also provide evidence of 
learned alarm responses that become inappropriately displayed in 
'safe' environments. The learned responses and intrusive recollections 
in PTSD also indicate disturbance in memory regulation.
Behavioural models: PTSD symptomatology can be explained by a 
conditioning model based on Mowrer's two factor learning theory and 
emphasizing the importance of both classical and instrumental 
conditioning in the development of psychopathology. The development 
of PTSD is seen to follow the acquisition of classically conditioned 
physiological and behavioural fear responses demonstrated in animals. 
Instrumental conditioning predicts that individuals w ill avoid or 
escape from exposure to conditioned and unconditioned aversive 
stimuli. Avoidance behaviour is negatively reinforced by arousal 
reduction and is therefore maintained. Higher order conditioning and 
stimulus generalization provides explanations as to why many PTSD 
sufferers avoid an increasing array of conditioned cues that e lic it 
memories of the traumatic event. In short the formulation is 
consistent w ith a behavioural explanation of phobia acquisition (Foa, 
Steketee & Rothbaum, 1989; Barlow, 1988; Keane, Fairbank, Caddell & 
Zimering, 1989).
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Foa et al (1989) argue that traditional learning theory does not go far 
enough in explaining all the symptoms of PTSD. They suggest the need 
to incorporate the concept of ’meaning’ to explain, for instance, the 
finding that perceived threat is a better predictor for the development 
of PTSD symptoms than actual threat (Sales, Baum & Shore, 1984; 
Creamer, Burgess, Buchingham & Pattison, 1989).
Cognitive/Information Processing models: Cognitive models of post 
traumatic stress disorder are currently popular and varied. Their 
theoretical orientations are more relevant to this present study and 
w ill therefore be described in greater detail.
Horowitz (1975, 1986 ) explains the post traumatic stress syndrome 
in the cognitive information processing terms of completion tendency. 
According to this model the mind continues to process important new 
information until the situation or the cognitive models change and 
reality and models reach accord. Until a traumatic event can be 
successfully integrated into the existing self structure, the 
psychological demands of the event remain in memory as determinants 
of intrusive imagery or other stress syndrome symptoms. Horowitz’s 
model is unusual in its appreciation of the role of imagery; a relatively 
neglected area according to Brett & Ostroff (1985). According to the 
model; after the in itia l outcry, two response phases, denial and 
intrusion occur. The event is recorded In active memory where it  is 
mentally repeated leading to its  incorporation in the long-term 
memory. This repetition of the event causes feelings of distress 
which may be controlled by coping strategies of numbing and 
avoidance.
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Horowitz's model is consistent w ith the large and well regarded 
literature describing stress reactions in general, as opposed to PTSD 
in particular, in terms of cognitive processing. Coyne and Lazarus 
(1980) describe cognitive processing as the assessment of meaning, 
interpretation, and implications of incoming information and the 
planning and assessment of available coping resources. Cohen (1986) 
also emphasizes the need to have an understanding of the meaning of 
the event to the individual as a primary determinant of subsequent 
distress or pathology. "There i s ... enough evidence to suggest that we 
w ill not be able to predict the impact of intense environmental 
conditions consistently without taking the meaning of the stressor and 
the setting into account” (p. 74). Pearl in, Menaghan, Lieberman & 
Mullan (1981), in a comprehensive report on the stress process, 
describe the significance of coping, mastery and self esteem in an 
individual’s response to stress. Tennant, Smith, Bebbington & Hurry 
(1979), in reviewing the life  event literature, also emphasize the 
importance of individual perception of threat and Henderson, Byrne and 
Duncan Jones (1981) apply cognitive models to their extensive 
investigation of the causes of neurosis in the individual’s social 
environment.
In short, a cognitive approach has been extensively used in stress 
response research and findings support the view that stress is not a 
necessary or automatic response to trauma or environmental challenge. 
There is empirical support for the belief that cognitions play a major 
role between event and response. Whilst stress has been 
demonstrated to be not necessarily harmful, the post traumatic stress 
disorder literature suggests that when the stress is prolonged or 
overwhelming and the individual is not able to cope with it  then it
14
becomes harmful both physically and psychologically (NcCafferty, 
Godot redo &McCafferty, 1990; Green et al., 1985).
A cognitive explanatory model for the development of PTSD which is 
particularly appealing and relevant to this study is the assertion by 
Janoff-Bulman & Frieze (1983) and Janoff-Bulman ( 1985) that there is 
a common psychological and cognitively oriented experience shared by 
a wide variety of trauma survivors. This experience is described as a 
'shattering of the assumptive world'. The assumptive world is defined 
by Caplan (1990) as the individual's intrapsychic maps of external 
reality and the internal guidance system for defining his/her aims in 
life  and how to achieve them with the assets and within the 
constraints of his/her own capacities and resources. The model 
defines the notion in terms of the traumatic assault on the 
assumption of (1) personal invulnerability, and (2) the inherent 
meaningfulness of the individual’s world. Often, and particularly in 
cases of crime victimization, it  also refers to an assault on the 
positive perception of self. According to Janoff-Bulman, a traumatic 
event can often force an individual to realize that their ’cognitive 
baggage' (i.e. their assumptions and expectations of self and world) is 
severely challenged and no longer viable. The crucial mental health 
element is how well the individual manages to reorganize the pattern 
of their assumptive world in painfully giving up now outdated ideas 
about reality, and replacing them by new ideas that would lead to 
adopting new missions in life  and new ways of behaving.
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1.4 TREATMENT:
The historical and theoretical development of post traumatic stress 
disorder has been reviewed in this chapter. Current status and 
prevalence rates have been described but a large section of the 
literature has been excluded; namely treatment. Treatment strategies 
and implications have an extensive literature of their own some of 
which has been reviewed in preparation for this study ( Barlow, 1988, 
Boehnlein, 1987; Everly, 1990; Ewalt & Crawford, 1981; Fairbank & 
Nicholson, 1987; Grunert, Malloub, Sanger & Yousif, 1990; Keane et al., 
1989; Ochberg, 1988; Scurfield, 1985 and Warner, 1984). The 
exclusion of treatment related issues does not reflect their perceived 
importance. However, whilst this study does have implications for 
treatment in terms of identification of individuals at risk, treatment 
strategies themselves are not highly relevant to the investigation and 
their exclusion from this review reflects this fact only.
1.5 FUTURE DIRECTIONS:
The existence of a post trauma psychological disorder is supported by 
historical and literary description, has attracted considerable 
theoretical interest, and has been defined by DSM 111R (1987) as a 
unitary diagnostic category. It is, nevertheless, a relatively newly 
defined disorder and as such is continuing to inspire considerable 
debate as to its (a) unitary nature; (b) measurement; (c) etiology; and 
(d) reliance on the stressor criterion.
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(a) Unitary nature: Post traumatic stress disorder has been criticized 
for a lack of evidence that supports its existence as a diagnosis 
distinct from already existing categories; for example depression, 
generalized anxiety, adjustment disorder ( Keane, Wolfe & Taylor, 
1987). There are a plethora of clinical reports and empirical studies 
which describe a clinical phenomenology consistent w ith the 
diagnostic criteria for PTSD and these studies cover a wide range of 
traumatic experiences such as combat (Chemtob, Bauer, Neller,
Hamada, Glisson & Stevens, 1990; Foy, Carroll & Donahoe,1987; 
Hamilton De Vance & Wilson, 1987; Solomon, 1988 ; & Wilson, 1987), 
man made disasters (Green, Grace, Lindy, Titchener & Lindy, 1983), 
natural disasters (Madakasira & O'Brien, 1987; McFarlane, 1988a; 
Titchener & Kapp, 1976; ), accidents (Burnstein, 1989; Grunert et al., 
1990), rape (Burgess & Holmstrom, 1974 & 1976; Kilpatrick, Veronen, 
et al., 1985), violent crime (Kilpatrick, Saunders, Amick-McMullan, 
Best, Veronen & Resnick, 1989), and physical injury such as burns 
(Crompton, Raphael & Pegg, 1990).
The ongoing debate does not dispute these findings but argues that:
(1) There may be subtypes of PTSD relevant to specific traumatic 
events or to individual differences in responsiveness. In particular, 
the intrusion and avoidance criteria have received some equivocal 
attention. Some researchers suggest that these symptom complexes 
are, in fact, subtypes of PTSD; that an individual may suffer from one 
but not necessarily from the other. Horowitz (1975), Horowitz, Weiss 
& Marmar (1987), Kinzie et al (1984) and Woodfold & Grady (1988), all 
support the view that intrusion and avoidance symptomatology 
represent an alternating core symptom of the disorder but others 
report the presence of only one symptom complex; either intrusion
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(Shore, Vollmer & Tatum 1989; Solomon &Canino, 1990) or avoidance 
(Burnstein, 1989). From their study of Vietnam veterans, Läufer,
Brett & Gallops (1985) conclude that different traumatic stressors 
such as exposure to combat and participation in abusive violence 
appear to result in different patterns of stress symptoms "...it appears 
that a model of disorder which focuses on the distinction between the 
dimensions of reexperiencing and denial potentially provides a more 
meaningful model than the comprehensive model proposed by DSM 111" 
(p. 1309). In addition to the debate with respect to intrusion and 
avoidance, Kühne, Baraga & Csekala (1988) argue that the diagnostic 
criteria should be modified to include only the intrusion and avoidance 
complexes and not the hyperarousal. It is clear that there is no 
absolute consensus. But, the debate raises important questions which 
reflect a serious concern that gross underdiagnosis may be occurring 
and w ill continue to occur if  the criteria insist upon the presence of 
all symptom complexes for diagnosis of the disorder (Shore et al.,
1989).
(2) The comorbidity, which is common in PTSD sufferers, implies that 
PTSD is not a unitary disorder. It is also suggested that the diagnostic 
criteria require modification to include some additional symptoms. 
Heizer et al (1987) in their epidemiological study found that sufferers 
of PTSD were twice as likely to have some other psychiatric disorder 
such as obsessive compulsive disorder, dysthymia or manic depressive 
disorder; alcohol and drug abuse were commonly reported as 
associated symptoms. In addition, disorders such as phobic anxiety, 
psychosis, generalized anxiety, adjustment disorder, anti social 
personality and panic disorder have been frequently reported as 
comorbid features of PTSD (Behar, 1984; Davidson, Kudler, Saunders &
1 0
Smith, 1990; Hryvniak & Rosse, 1989; McFarlane, 1988a, 1988b; 
Runden et al., 1989; Sierles, Chen, McFarland & Taylor, 1983; and 
Solomon, 1989a&b). Mendelson’s (1987) review discusses the 
frequency of other psychiatric illnesses being diagnosed in patients 
with PTSD and asks whether this is due to the tendency for concurrent 
diagnosis of more than one disorder on Axis 1 of DSM 111, or whether 
presence of one disorder predisposes to the development of another. 
Sierles et al (1983) conclude that comorbidity continues to raise the 
question as to whether PTSD is secondary to other psychiatric 
disorders or, conversely, that they are secondary to the stress 
disorder.
All these perspectives have important implications for diagnosis and 
treatment of post traumatic stress disorder and therefore deserve a 
continuing research commitment. However, for the purposes of this 
present study the concept of a unitary disorder is assumed based on a 
literature review reported by Keane, Wolfe & Taylor (1987). Keane et 
al conclude that the available data do support the existence of a 
relatively homogeneous syndrome of psychological symptoms that 
seem to follow traumatic events. In addition, they argue that 
"laboratory studies that discriminate PTSD from other psychological 
disorders comprise the bulk of the available evidence" (p. 36). 
Confidence in these findings is further supported by Kinzie et al's 
(1984) report on PTSD in Cambodian concentration camp survivors 
which concludes that "the existence in an Asian population of 
symptoms remarkably sim ilar to those of other concentration camp 
victims gives cross-cultural validation for the diagnosis of PTSD" (p. 
64).
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(b) Measurement: The literature reveals a vast array of assessment 
instruments which have been used to either measure post trauma 
psychiatric disability generally or PTSD in particular. It is also 
apparent that there has been a tendency to infer PTSD from 
instruments not specifically designed to identify the disorder. This 
may be due to the fact that PTSD specific instruments have only been 
relatively recently devised and have yet to be fully psychometrically 
validated. In addition, there are few such instruments available, 
possibly because they are particularly d ifficu lt to develop given the 
requirement to associate the criteria for diagnosis with a traumatic 
event. Inventories have therefore tended to be trauma specific and/or 
designed for a particular study, for example The Mississippi Scale for 
Combat-Related PTSD (cited in Denney, Robinowitz & Penk, 1987); 
Vietnam Era Nurses Adjustment Survey (cited in Stretch,Vail & 
Maloney, 1985); as such they are limited in their applicability.
Instruments from which PTSD has been inferred are: The Symptom 90 
checklist (SCL90); Mental Status Index; General Health Questionnaire 
(GHQ); and The Schedule of Recent Events. The Impact of Events Scale 
(IES) which, s tric tly  speaking, was only designed to measure two of 
the three symptom complexes for post traumatic stress disorder, has 
also been extensively used to infer the disorder. However, studies 
have demonstrated high levels of concurrent validity between the IES 
and measures of PTSD (Weisenberg, Solomon Schwarzwald & 
Mikulincer, 1987).
PTSD specific measures have tended to be of the structured interview 
style such as the PTSD supplement to the Diagnostic Interview 
Schedule (DIS) described in Robins, Heizer, Croughan & Ratcliff (1981);
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and Kinzie et al (1984), or The Structured Interview for DSM-111 
(SCID) cited in Denney et a] (1987) and Scurfield (1985). These 
measures are not viable for large scale surveys without requiring large 
amounts of funding and few time constraints and, in addition, 
anonymity cannot be assured. A self report inventory has been 
developed to assess specifically for PTSD, the PTSD subscale of the 
MMP! ( Keane, Malloy & Fairbank, 1984), but its appropriateness for 
diagnostic purposes has been questioned by some researchers (Foy, 
Sipprelle, Rueger & Carroll, 1984) but not by others (Keane et al.,
1987).
The review of measures has suggested to this researcher a need for the 
development of short, valid, and generic self report indexes of PTSD. 
Other researchers (Denny et al., 1987), argue for more highly developed 
but trauma specific measures which may identify hypothesized 
subtypes of PTSD. Denney et al also perceive a need for measures 
which allow for an assessment of the impact of pre existing traumatic 
events and which better assess dispositional and demographic 
characteristics of trauma victims. In addition, they argue for PTSD 
measures which identify pre-existing and concurrent diagnoses; 
measures to ascertain the stage of development of PTSD 
symptomatology; and measures which assess secondary gain and 
readiness for treatment.
Whilst i t  is evident that research instruments s t il l require 
refinement, it  is also apparent that there is a need for more varied and 
comprehensive research designs which w ill allow for valid 
comparisons between studies and between traumatic events. There 
are, for instance, few longitudinal studies apart from noteable
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exceptions such as Card (1987), Creamer,et al (1989), McFarlane 
(1988b), Powell & Penick (1983), Solomon ( 1989a &b), and Speed, 
Engdahl, Schwatrz & Eberly (1989). Consistent w ith most 
psychological research, prospective studies are rare. Prospective 
investigations are particularly d ifficu lt in this area due to the need to 
measure and then wait for, or manipulate, a traumatic event; obvious 
ethical constraints apply. Across trauma cross sectional studies are 
particularly rarely reported; Wilson, Smith & Johnson (1985) report a 
study which examined 9 trauma groups including Vietnam Veterans, 
rape victims and an assortment of serious life  event experiences. 
Davidson et al (1990) note that "...although many studies have compared 
the clinical phenomena of PTSD with reference to various control 
groups, few studies have compared clinical phenomenology between 
different PTSD subgroups" (p. 162). However Davidson et al restricted 
their 'across trauma' study to veterans of the Vietnam War and World 
War II; both traumatic events based on combat experience. Solomon & 
Canino (1990) report an 'across trauma' study but again, though their 
investigation focuses on two separate events; both events were floods.
(c) Etiology: Few researchers or clinicians would argue w ith an 
interactionist or multiplideterministic explanation for the 
development of post traumatic stress disorder. Such an explanation 
allows for an etiology which implies a contribution by the individual's 
pre trauma personality, psychiatric and life  history in concert with the 
characteristics of the traumatic event itse lf and the post trauma 
experience. It is the question of where to place most emphasis which 
has produced equivocal findings. There is lit t le  argument that a post 
trauma environment which provides positive social support can and 
does mediate in the development of PTSD symptomatology (Chisholm,
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Kasl & Mueller, 1986; Holloway &Ursano, 1984; Stretch et al.,1985). 
There is ongoing debate however, w ith respect to pre trauma versus 
trauma based explanations of etiology.
Several researchers have reported findings supportive of pre trauma 
factors as primary determinants of post traumatic stress 
symptomatology. McFarlane (1989) whilst postulating a trauma based 
etiology in his study of bushfire fighters in Australia, reported 
findings which at least partially discontinued his hypotheses and 
drew him to the following conclusion ” while extreme adversity plays a 
central precipitating role in the onset of post-traumatic morbidity, 
this study raises questions about the hypothesized aetiological 
process in PTSD, because the data at no stage demonstrated that the 
event had a greater formative effect than predisposing pre-morbid 
characteristics" (p. 227). In another Australian study focusing on 
Cyclone Tracy in Darwin, Milne (1977) sim ilarly concludes that 
disasters may act as triggers for already psychologically vulnerable 
individuals. Likewise, Shore, Tatum & Vollmer (1986), in their study 
of victims of the Mt St Helens volcano, found increased post trauma 
symptomatology in women with a prior depression or generalized 
anxiety disorder. In Heizer et al's (1987) epidemiological study pre 
trauma behavioural problems prior to the age of IS (such as lying, 
stealing, vandalism etc) were predictive of PTSD. Powell & Penick 
(1983); and Smith, North, McCool & Shea (1990); report similar 
findings which, in essence, support a stress evaporation model of 
etiology; assuming that PTSD is an exacerbation of behaviours present 
before the trauma.
Whilst the studies cited do provide support for this model they are
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limited in their impact because of their generally retrospective nature. 
In addition, Green, Grace, Lindy, Gleser & Leonard (1990) make the 
pertinent point that pre-existing pathological conditions have been 
demonstrated to be influential in the development of most psychiatric 
disorders.
There are some studies which do not rely on the individual's 
retrospective recollection of their own pre trauma history. These have 
tended to come from m ilitary or service related studies where more 
objective pre trauma psychological information is often accessible.
The studies have provided quite compelling support for the alternative 
model of post traumatic stress disorder etiology; the residual stress 
model which postulates that emotional problems caused by trauma may 
persist for many years even in persons with normal pre traumatic 
adjustment (Figley, 1985a, 1985b). Hoiberg &McCaughey (1984) in a 
study of naval personnel involved in an accident during manoeuvres, 
strongly support the view that post traumatic stress disorder is 
primarily determined by trauma related experiences. Solomon & 
Mikulincer (1987) report sim ilar findings from their study of Israeli 
combat soldiers and conclude that combat can Impair functioning 
regardless of one's pre morbid disposition. An older study of a marine 
explosion accident reported by Leopold & Dillon (1963) is also 
prospective and compelling in its  findings. Despite having lit t le  or no 
contact w ith each other after the event, the men described such a 
consistent post trauma symptomatology that "the conclusion is almost 
inescapable that the common factor here is the accident itself"
(p. 919).
From studies that are essentially retrospective there is also strong
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support for the residual stress model of etiology. In rape victims 
Kilpatrick, Veronen et al (1985) could report no significant links 
between PT5D and pre trauma factors; Speed et al (1989) and Sutker 
(1990) reported some pre trauma associations with PTSD but suggest 
that, in prisoners of war, the primary determining factor is once again 
the traumatic exposure itself. " In the face of overwhelming trauma, 
the majority w ill become symptomatic regardless of their pre service 
psychological status" (Speed et al., 1989, p. 151). Foy et al (1984) 
conclude their study of PTSD in Vietnam veterans by supporting the 
etiological primacy of trauma exposure. Similarly, Titchener & Kapp 
(1976) in their study of the Buffalo Creek floods found ”... a defineable 
clinical entity characterized by a well-delineated group of clinical 
syndromes and changes in character and lifestyle that were related to 
clear-cut psychopathogenic factors precipitated by the disaster"
(p. 299). Burgess Watson (1987); Chemtob et al (1990); Clayer, 
Bookless-Pratz & Harris (1985); all provide added support for the 
residual stress model of etiology.
Whilst the influence of pre existing factors cannot be denied, this 
review of the literature finds compelling support for the notion that 
pre existing illness or symptoms are neither necessary nor sufficient 
to the diagnosis of post traumatic stress disorder. This view is 
consistent w ith Scurfield’s (1985) who reports that, taken in its 
entirety, the literature to date seems to support a primary role of 
trauma in the etiology of PTSD. Such a conclusion then places 
considerable importance on the traumatic event or stressor as the 
primary determinant of post traumatic stress disorder.
(d) The stressor criterion: Diagnosis of PTSD presently requires a
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stressor beyond the scope of normal human experiences and assumes 
that, given extreme adversity, almost anyone could succumb to the 
disorder. Green et al (1985) note that “ in general, PT5D, is an anomaly 
in DSM111 in that it  is one of a few disorders that focus on etiology.
The symptoms without the presence of a highly stressful event are not 
seen to constitute the disorder, yet the definition of a recognizable 
stressor is not yet agreed upon" (p. 407).
The reliance on an 'extreme stressor' for diagnosis of the disorder has 
inspired debate in the literature as to its  appropriateness and, by 
implication, the validity of the diagnostic category, as it  is presently 
defined, is questioned. Solomon & Canino (1990) argue th a tM... keeping 
the stressor as a part of the diagnosis builds in a confound that makes
it  impossible to empirically assess PT5D as a response.....researchers
are forced to define their results apriori, instead of allowing them to 
emerge from the data" (p. 235). Everly (1990) comments that, despite 
the requirement for an 'extreme stressor’ there exists theoretical and 
empirical evidence that PT5D can be engendered by toxins, stimulants 
and chronic stressor exposure.
In their study of Vietnam veterans Breslau & Davis (1987a) 
demonstrate that extreme stressors are uniquely linked with the 
characteristic cluster of symptoms of PTSD, but they question whether 
it  is the stressor itse lf that produces the symptoms or rather, 
individual interpretations of the meaning of the stressor. Baun,
Gatchel & Schaeffer (1983), in their study of a nuclear accident, pose 
the same question.
Breslau & Davis (1987b) in an interesting and thought provoking review
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argue that, as yet, there is insufficient empirical evidence to show 
that the set of symptoms characteristic of PTSD is associated 
strongly, uniquely, and only with extraordinary stressors. Their 
review makes the distinction between two distinct paradigms for the 
classification of stressors, the classic paradigm and the psychological 
-clinical paradigm. The classic paradigm defines stressors 
objectively (externally) in terms of their intensity or magnitude; a 
position adopted by DSM 111R. According to Breslau and Davis, life 
events research relies heavily on this paradigm. It employs a rationale 
which adds up a wide variety of life  events occurring over a specified 
period according to a quantitative principle that equates the 
cumulative value of several ordinary events with the impact of a 
single but extraordinary trauma. By comparison, the psychological 
-clinical (cognitive) paradigm emphasizes the subjective meaning of 
experience and the interpersonal and developmental context in which it 
occurs. Breslau & Davis argue that i t  is not the magnitude of the 
stressor but the ’meaning' attached to it  that is the fundamental 
determinant of response. As is supported by cognitive theories of 
stress then, any event, depending on its  cognitive associations, could 
produce PTSD symptomatology.
Lindy, Green & Grace (1987) also call for a better delineation of the 
stressor criterion with particular reference to its  emphasis on 
magnitude. McFarlane (1985) comments on the need for cross 
fertiliza tion of ideas and methodologies between life  events and 
disaster research. A combined approach may make a significant 
contribution in ascertaining whether PTSD symptoms can occur 
without an extraordinary stressor. A recent study of flood victims by 
Solomon & Canino (1990) provides some support for this contention;
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the results suggest that the definition of trauma as 'outside the range 
of usual human experience' is inappropriate. "Since there are many, 
more common, events that also 'would be markedly distressing to
almost anyone'........, it  seems arbitrary to exclude these events from
the diagnosis. It is more logical to assume that stressors form a 
continuum; some people may be more vulnerable to less extreme 
events, and yet s t ill have full-blown PTSD" (p. 234).
Whilst it  is clear that few researchers dispute the phenomenology of 
PTSD as a symptom complex which follows a traumatic event, it  is 
equally clear that there are strong arguments in favour of a 
reconceptualization of the requirement for an 'extreme stressor'. 
Certainly there can be no doubt of the need to more clearly 
operationalize the stressor.
1.6 SUMMARY AND IMPLICATIONS:
Despite the general acceptance of PTSD as a clinical entity the 
literature is replete w ith equivocal findings. The unitary nature of the 
disorder is not universally accepted, measurement requires 
refinement, etiology has not been established, and the criterion 
requirement for an extreme stressor is debated.
It can be argued that without a clear delineation of the stressor there 
is minimal advantage in research effort directed at further defining 
the disorder. For without the requirement for an extreme stressor the 
disorder may no longer be viable as a discrete clinical entity.
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Two obvious research directions are seen to be essential, f irs t studies 
need to be designed whereby PT5D symptomatology is assessed 
independent of pre existing trauma. The presence or absence of trauma 
can be established subsequent to, rather than prior to, symptom 
description thus allowing for an objective assessment of the stressor 
criterion requirement for the disorder.
Secondly, i f  we accept that the primary determinant of outcome In 
post trauma reaction is the nature and/or intensity of the external 
threat then systematic studies need to be devised to determine the 
role of personal and environmental factors and their interaction in the 
manifestation of PTSD. host especially, the stressor needs to be 
operationalized. What are the types of experiences that qualify for the 
A criterion of the PTSD diagnosis? Is it  necessary that these 
experiences be ’extreme' ? Is it  the objective and cumulative amount 
of experience or the subjective impact on the individual which 
influences vulnerability to PTSD. "Are there generic aspects of 
experiences that can be delineated in order to help us identify who is 
at risk following a certain event"? (Green et al., 1985, p. 407). This 
present study uses an across trauma design to address this second 
research imperative.
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CHAPTER 2
PREDICTORS OF PSYCHOLOGICAL DISTRESS:
ACCORDING TO THE DISASTER LITERATURE
Operationalizing the stressor criterion requires the identification of 
factors which render i t  so noxious to the individual that it  can be 
predictive of psychological morbidity such as PTSD. To define the 
stressor as 'an event outside the range of normal human experience' 
does not explain how that stressor produces individual differences in 
terms of psychological responsiveness. There is a requirement to 
isolate generic factors, which are not necessarily trauma specific; 
which occur to some individuals during and as a consequence of 
exposure to a traumatic event; which may be shown to render the 
event particularly noxious to that individual; and thus predict post 
trauma psychological morbidity generally and post traumatic stress 
disorder in particular.
McFarlane (1985) suggests that "disasters provide an obvious setting 
in which to investigate the relationship between adversity and the 
development of psychiatric and physical morbidity" (p. 409). The 
search for consistent, generic determinants of PTSD motivated a 
review of the extensive disaster literature; summarized in Table 1. 
Combat related studies have not been included in the summary due to 
their pro lific  number. It is not the purpose of this report to present an 
exhaustive review but more to focus on components of disasters which 
have been shown to have post trauma psychological consequences.
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TABLE 1: Literature Review of Disaster Research.
Type of Disaster Reference
Natural disasters:
Bushfires McFarlane, 1984, 1985, 1986a,1986b, 1987, 
1988a, 1988b, 1988c, 1989;
McFarlane & Raphael, 1984; Raphael, 1984.
Cyclones Milne, 1977; Parker, 1977.
Earthquakes Ahearn, 1981 ;
Janney, Masuda & Holmes, 1977.
Floods Powell & Penick, 1983; 
Price, 1978.
Volcanos Adams & Adams, 1984; 
Shore e ta l., 1986.
Man made disasters:
Accidents ( Motor vehicle) 
( Nuclear)
( B u rns)
( Dams)
( W o rk )
( T ra in )
( Hotel )
( Fires )
Burnstein, 1989.
Chisholm e ta l., 1986; Baunetal., 1983. 
Crompton e ta l., 1990.
Erikson, 1976; Oleser,Oreen& Winget, 1981; 
Rangell, 1976; TitchenerÄ. Kapp, 1976. 
G runerteta l., 1990.
Raphael, 1977; Singh & Raphael, 1981. 
Wilkinson, 1983.
Green etal 1983.
A ircra ft accidents Medley, Harrison, Lee & Fowler-Dixon, 1990; 
Smith e ta l., 1990.
Naval disasters Hamilton De Vance & Wilson, 1987; 
Hoiberg & McCaughey, 1984; 
Leopold & Dillon, 1963.
Rape and violent crime Burgess & Holmstrom, 1974,1976;
Creamer e ta l., 1989; Davis &. Friedman, 1985; 
K ilpatrick, Best, Veronen, Amick, Villeponteaux & 
Ruff, 1985; Kilpatrick,Yeronenetal., 1985; 
K ilpatrick e ta l., 1989; Metzer, 1976; 
Notman&Nadelson, 1976; Ochberg, 1988;
Rich & Burgess, 1986; Rynearson, 1988.
Terrorism Ochbera. 1980; Terr. 1983.
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The impact of disasters on the mental health of adults and children 
remains a controversial issue, w ith some studies suggesting lit t le  or 
no negative effects (Quarantelli & Dynes, 1977; Taylor, 1977) but by 
far the majority of studies report post trauma psychological morbidity 
in at least some trauma victims. Raphael (1986) defines disasters as
"....usually overwhelming events and circumstances that test the
adaptational responses of community or individual beyond their 
capability, and lead, at least temporarily, to massive disruption of 
function for community or individual” (p. 5). What factors, relative to 
the traumatic event and the individual experiencing that event, change 
this temporary dysfunction to more long term psychological distress? 
The task of isolating factors, which have been consistently shown to 
predict post trauma psychological morbidity across diverse traumatic 
events, was particularly d ifficu lt given the large number of studies 
using different measures and methodologies to assess a diverse range 
of post trauma psychological consequences. Nevertheless, several 
common factors have been consistently reported as pathogens over a 
wide range of disaster studies. Post traumatic stress disorder has not 
always been specifically implicated or measured but w ill be assessed 
in this present study.
2.1: TRAUMA RELATED PREDICTOR VARIABLES:
(1) Threat to Life: This variable has been shown to have two distinct 
components; perceived life  threat and actual life  threat. There is some 
support for increased psychological morbidity in response to 
perceived, as against actual, threat (Creamer et al., 1989; Sales et al., 
1984). The majority of studies do not make this distinction but report
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positive associations between threat to life  and post trauma 
psychological consequences ( Davidson et al., 1990; Gleser et al.,
1981; Green et al., 1983; Green et al., 1990; Kilpatrick et al., 1989; 
Trimble, 1985; Wilson et al., 1985).
(2) Prolonged Physical Stress: This factor has some strong supportive 
findings. Studies of prisoners of war have provided particularly 
compelling evidence for this factor as a determinant of post trauma 
psychopathology. Speed et al (1989) and Sutker (1990) both report 
that the experience of extended physical stress was predictive of 
persistent PTSD symptoms. The particular value of these studies is 
the use of an objectifiable measure of physical stress, namely weight 
loss, in addition, PTSD was specifically measured and time elapsed 
since the event was conducive to a valid identification of the disorder. 
The factor has also received considerable support from Scurfield's 
(1985) review of the literature and other disaster studies (Davidson et 
al., 1990; Gleser et al., 1981; Green et al., 1983; Kilpatrick et al.,
1989; Sutker et al., 1990).
(3) Exposure to the Grotesque (Witnessing): Raphael (1986) 
graphically describes the impact on the individual of being exposed to 
the death or mutilation of others "A person's encounter w ith the 
deaths of others is distressing and evocative - the sights, sounds, and 
smells, especially the bodily mutilation, the children” (p. 85).
Davidson et al (1990) in their study of Vietnam and World War 11 
veterans report that Vietnam veterans in particular, recalled brutality, 
mutilated bodies and death of children as the worst experiences; 
Vietnam veterans also exhibited the highest levels of PTSD 
symptomatology. Green et al (1990); Lifton (1967) and Smith et al
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(1990); all report consistent findings for this factor.
It is interesting to note that Raphael (1986) in her book ’When Disaster 
Strikes’ incorporates these three factors in her chapter on death and 
survival. It is apparent that she too has isolated them as particularly 
important to the development of post traumatic morbidity.
(4) Bereavement: This factor has perhaps received the greatest degree 
of empirical support as a predeterminant of distress and post trauma 
morbidity. McFarlane (1984) asserts that on the basis of his study of 
bush fire  victims there is, at the absolute minimum, an 11% chance of 
the bereaved developing a psychiatric disorder as against for example, 
a 2% chance as a consequence of severe property loss. Bereavement 
has been cited as an important etiological determinant by Clayer et al 
(1985); Davidson et al (1990); G leseretal (1981); Green et al
(1983); Shore et al (1986); and Wilson et al (1985). Raphael (1986) 
describes the dynamics associated w ith trauma related bereavement in 
terms of its  unexpectedness and untimeliness; its  often violent and/or 
mutilating nature; the lack of opportunity to say goodbye; subsequent 
legalities; possible uncertainty as to whether a loved one is dead or 
alive; attribution of blame; and the often public bereavement with its 
expectations of ’appropriate’ bereavement behaviour.
(5) Loss of Communality: This factor reflects the notion that a 
disaster may result in a collective blow to the tissues of social life  
that damages the bonds linking people together and impairs the 
prevailing sense of communality (Erikson, 1976). The degree to which 
a disaster victim  can cope and adapt may be a function of his/her 
ability to remain inside the impacted community and be subject to its
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Integrative and regenerated forces (Milne, 1977; Taylor, 1977).
Several studies have shown that when those community bonds are 
broken, by implication by the disaster itse lf, psychiatric morbidity is 
increased. Ramsay (1990) cites a study by Patrick and Patrick which 
demonstrated that in a recent cyclone in Sri Lanka, group cohesiveness 
and feelings of community tended to delay the manifestation of 
symptoms. Similarly, Taylor (1977) in reporting a study of a tornado 
in Ohio describes the mediating influence of a sense of communality 
which had not been broken by the event. Milne (1977) in a study of 
Cyclone Tracy in Darwin reports that it  was the non returned evacuees 
who suffered the greatest post cyclone psychological consequences. Of 
course it  could be argued that those individuals who stayed in Darwin 
rather than evacuated, may have had better pre trauma psychological 
resources.
A particularly compelling finding in support of this factor is reported 
by Hoiberg & McCaughey (1984) who describe the consequences of a
collision at sea and conclude" .....for the injured, being returned to the
ship after medical treatment resulted in fewer subsequent psychiatric 
hospitalizations or board appearances. The category with the highest 
percentage of psychiatric incidents was the group of uninjured men 
who were evacuated, returned to the ship and then flown to the United 
States” (p. 72). Psychiatric morbidity was apparently exacerbated by 
the loss of communality for men not remaining with the ship and its 
crew. Erickson (1976) in a study of the Buffalo Creek disaster coined 
the phrase "the threads of the social fabric had snapped" (p. 303) and 
apathy and depression followed this loss of connectedness'.
(6) Displacement: Akin to loss of communality but at a more individual
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level, displacement refers to loss of one's home. Raphael (1986) 
describes this factor in terms of a loss of sanctuary and the 
destruction of important social symbols, photographs for instance.
McFarlane (1986) suggests th a t"... the risk of developing a psychiatric
disorder following a disaster is influenced by the extent of personal 
and property loss" (p. 10). Boyd (1981); Clayer et al (1985); Gleser et 
al (1981) Powell et al (1983); Price (1978); and Shore et al (1986 & 
1989); all report sim ilar findings.
(7) Shattering of the individual’s assumptive world: This concept has 
been described previously in this report and has been empirically 
tested in several disaster studies (Hendin, Pollinger, Singer & Ulman, 
1981; Janoff-Bulman, 1985; Parker, 1977; Titchener et al., 1976; and 
Trimble, 1985). Hendin et al (1981) in a study of the meanings of 
combat, describes the threat to the protective/adaptive mechanism 
developed to cope with danger and the implications of that threat to 
psychopathology. Parker (1977) comments that "disaster recipients 
who perceive the disaster as a salient threat to their mortality are 
more likely to show immediate psychological dysfunction" (p. 554). 
Titchener et al (1976) discusses the loss of a sense of personal 
invulnerability as a significant predictor of morbidity. Raphael (1986) 
describes psychological losses in terms of "...the loss of belief in 
oneself, in the safety of the world, and in the trust of others" (p. 119). 
Such losses, she asserts, may be resolved or may turn into chronic 
distress and dysfunction.
Once again Raphael (1986) has devoted some attention to these factors 
(numbers 4,5,6 and 7) in describing the trauma related consequences of 
loss and grief.
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(8) Peripherally vs centrality: This factor is reported by several 
researchers but there appears to be no consensus as to its implications 
for psychological health or i l l  health. The notion refers to the 
distinction between a peripheral or individual traumatic event ( rape 
for example), and a collective trauma ( an earthquake). Taylor (1977) 
asserts that centrality mediates against psychopathology. Burgess 
Watson (1986) on the other hand, suggests that central or more diffuse 
disasters are more likely to be the most complex in their range of 
consequences. Logic would suggest that peripheral disasters allow for 
the continuation of normal social supports and networks which could 
act as mediators. On the other hand peripherality would tend to 
promote a sense of aloneness in adversity. Whilst the concept is 
sim ilar to that described as 'communality' it  refers, not necessarily to 
a loss, but to a magnitude.
(9) Litigation: Legal action can often follow trauma most especially 
if blame can be attributed as is frequently the case for victims of 
crime. Cohen (1987) notes that the process of litigation might serve 
to perpetuate symptoms by continually making the victim  defend 
his/her position. The precise effect of litigation on PT5D remains 
unclear but there is very l it t le  evidence to support a contention that 
the majority of claimants are malingerers, or that recovery is 
inevitable once litigation is settled (Cohen, 1987; Burgess Watson, 
1987). The exacerbation of psychiatric disorders has also been posited 
by Burnstein (1989); and Titchener et al (1976).
(10) Natural vs man made disasters: There is general consensus in the 
literature that man made disasters are significantly more likely to 
result in psychopathology. Shore et al (1986) relates this to the
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complete absence of shame and guilt in a natural disaster. Madakasira 
and O’Brien (1987) suggest that the greater the degree of perceived 
controllability by 'man' the greater the likelihood of PT5D in survivors. 
” Every disaster places man at the mercy of forces beyond his control. 
The feeling of being a pawn of fate is dehumanizing - people feel 
without appeal, beyond empathy and cannot be persuaded or assuaged. 
When the catastrophe is man made, dehumanization is magnified" 
(Titchener et al., 1976, p. 299).
(11) Active vs passive role: The opportunity to take an active role at 
the time of a disaster has been found to be an important etiological 
factor w ith most studies suggesting that an active role mediates in 
the development of post trauma psychological d ifficu lties (Taylor, 
1977; Mikulincer & Solomon, 1988). Wilkinson (1983) does not 
support this view describing increased psychiatric symptomatology in 
individuals who had taken an active role in providing assistance in the 
collapse of the Hyatt Regency Hotel skywalks. However, factors other 
than their active role may have been responsible for this findings.
The trauma variables described above represent the most consistently 
posited factors influencing the development of post trauma 
psychological morbidity. It is suggested that a greater understanding 
of their impact and relative significance, particularly w ith respect to 
PTSD incidence, w ill contribute to a more operational specification of 
the stressor.
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2.2 DEMOGRAPHIC PREDICTOR VARIABLES:
It is also relevant to th is present study to review the demographic 
variables which have been examined in the disaster literature. Leopold 
and Dillon (1963) assessed men from diverse backgrounds and ages and 
found no relationship between demographic factors and post trauma 
psychological dysfunction. Creamer et al (1989), in their longitudinal 
study of the Queen Street shootings in Melbourne found some 
association between salary level and marital status at the 4 month 
fo llow  up but none at 14 months. Horowitz, Wilner, Kaltreider & 
Alvarez (1980) Shore et al ( 1989) report no effects for age or sex. 
S im ilarly, K ilpatrick et al (1989), in their study of victim s of crime 
report no significant demographic predictors of post trauma 
consequences.
Some studies suggest that women may suffer more than men (Creamer 
et al., 1989; Gleser et al.,1981; Wilkinson, 1983). However, this 
finding may well be confounded by the fact that women are believed to 
be more like ly to report psychological distress than men (Creamer et 
al., 1989). Zilberg, Weiss & Horowitz (1982) assert that sex 
differences in disaster responses have been grossly under studied.
Post trauma psychological morbidity has been demonstrated in all age 
groups from children (Brett, Spitzer & Williams, 1988; Terr, 1983) to 
the elderly (Boyd, 1981) but findings have been inconsistent and no age 
related vulnerability has been unequivocally established. Raphael 
(1986) reports no consistent findings for age, sex, education, 
socioeconomic status, marital status, occupational status, religion or 
ethnicity. In the absence of any demographic determinants she 
concludes that ” disaster stressors seem to be a c ritica l variable in
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risk........ the more intense the disaster experience, the greater the
confrontation with death, mutilation , destruction, loss and 
dislocation, the greater the likely effects on psychological functioning 
and mental health" (p. 198).
2.3 CONCLUSIONS AND IMPLICATIONS:
The review of the disaster literature concludes that across trauma 
generalizations are severely limited by a lack of inter study 
consistency in terms of methodology, measurement and focus.
However, some trauma related factors do seem to consistently, but not 
unequivocally, predict post trauma psychological morbidity over 
several traumatic events. Demographic variables evidence less 
predictive u tility .
Whilst these studies go some way towards operationalizing the 
stressor by evaluating its component parts there is a perceived need 
for further research
"Unfortunately, the literature on victims is comprised of more or 
less distinct areas, each reflecting the study of a particular type
of v ic t im ...or a particular category of v ictim ..... and there is a
tendency to try to understand psychological responses within 
each category rather than across victimizations: The literature on 
victims maximizes the likelihood of perceiving differences across 
victimizations rather than recognizing sim ilarities"
(Janoff-Bulman, 1985. p. 16).
The present study is a response to the requirement for more across
trauma investigations. It employs a consistent methodology and a
uniform assessment inventory with the specific aim of further
operationalizing the stressor so important to the diagnosis of post
traumatic stress disorder.
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CHAPTER 3
RESEARCH RATIONALE AND ETHICS
3.1 RESEARCH RATIONALE:
The review of the post traumatic stress disorder literature and related 
disaster research has revealed that not all individuals who experience 
a traumatic event necessarily suffer post trauma psychological 
consequences. Some traumatic events seem to result in a greater 
incidence of PTSD than others. By way of example, prisoners of war, 
Vietnam veterans and victims of crime seem especially vulnerable to 
the disorder. A fundamental research imperative is to understand why 
it is that some individuals and some traumatic events appear to 
manifest symptomatology more frequently than others.
There has been considerable research effort directed at identifying 
trauma related factors which may be shown to be predictive of PTSD 
incidence but findings have limited applicability due to the range of 
methodologies and measures used and the diversity of psychological 
consequences assessed. Raphael (1986) asserts th a t" systematic 
cross-disaster comparisons of psychiatric morbidity have got to be 
made" (p. 203). In 1989 Raphael, Lundin & Weisaeth s till note an urgent 
need for such studies calling for across disaster studies using 
comparable methods to improve knowledge and allow for some 
generalizations "... to disentangle the effects of specific stressor
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components of the disaster experience...." (p. 1). This view is shared by
Green et al (1985), McFarlane (1988a), and this present author and it  is 
evident that few such studies have been reported in the literature to 
date.
The primary aim of the present study is to respond to this research 
imperative by using an across trauma methodology to measure the 
impact of trauma related factors on the incidence of PT5D. Eleven 
such factors have been identified as possible pathogens and have been 
reviewed in the previous chapter of this report: (1) Threat to life;
(2) Prolonged physical stress; (3) Exposure to the grotesque;
(4) Bereavement; (5) Loss of communality; (6) Displacement,
(7) Shattering of the individual's assumptive world; (8) Peripherality 
vs centrality; (9) Litigation; (10) Natural vs man made disaster; and 
(11) Active vs passive role.
Raphael et al (1989) call for studies to elucidate whether adversity 
has a simple additive effect or, whether a threshold is reached beyond 
which further stress has lit t le  impact. Consistent w ith the classic 
stress paradigm described by Breslau & Davis (1987b) this present 
study suggests that the factors cited above may be shown to have an 
additive effect on the subsequent development of PTSD. However, it  
departes from the classic stress paradigm in its  incorporation of 
cognitive (subjective) factors such as the shattering of the 
assumptive world. It is postulated that the greater the number of 
factors experienced by an individual the greater the likelihood of 
subsequent development of the disorder. However, it  does not 
postulate that the factors must of necessity be objectifiable or 
external to the individual. It is acknowledged that, consistent with
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the life  events literature, prediction may be better served by applying 
weightings to each factor ( Andrews & Tennant, 1978; Dohrenwend, 
Krasnoff, Askenasy & Dohrenwend, 1978). However, in a review of the 
life  events literature, Tausig (1982) concludes that weighted 
inventories and unweighted inventories do not d iffer in their ability to 
predict morbidity. Therefore, given the originality of this present 
project, there is no previous research to act as an empirical guide for 
appropriate weightings of factors in order of importance or predictive 
u tility ; therefore hierarchical precedence was le ft for the regression 
analysis to establish. Even in the life  events literature there is some 
suggestion that
The results from this investigation and any replications that it  may 
inspire, could be found to have important implications for clinical 
application in post disaster environments. A relatively simple 
checklist or inventory of empirically established trauma related, but 
not trauma specific, predictors of PTSD could be developed to identify 
individuals at risk. Such an inventory has clear implications for the 
operationalization of the stressor (criterion A for PTSD diagnosis) by 
further refining the traumatic event 'outside the range of normal 
human experience' in terms of its  component parts; thereby 
identifying those parts which are most likely to be pathogenic 
irrespective of the impact of the global stressor.
It is hypothesized that:
1. Experience of a traumatic event is not necessarily predictive 
of subsequent Post Traumatic Stress Disorder.
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2. Some traumatic events are more likely to result in PTSD 
symptomatology than others.
3. Trauma specificity is not a sufficient explanation for 
differing incidences of PTSD.
4. The presence or absence of specific experiences 
(factors 1 to 11) can partially explain the 
differences/sim ilarities in PTSD incidence across and within 
trauma groups.
5. Consistent w ith the classic stress paradigm,
the likelihood of PTSD symptomatology increases 
additively w ith the number of factors experienced.
A secondary aim of this investigation is to explore the influence of 
various other factors on PTSD incidence and general functioning both 
within trauma and across trauma groups. Whilst these factors have 
been incorporated in several previous studies, findings have been 
either too inconclusive or too limited to provide a basis for formal 
hypothesis testing here. The factors to be explored include:
a. Demographics
b. Subjective reports of emotional responses during the traumatic 
event, immediately after, and now.
c. Sensory impact.
d. Perceived stress levels during the traumatic event and now.
e. The influence of time, in terms of duration of exposure and time 
past since the event.
f. Blame and guilt.
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g. Interference from and consequences of the trauamtic event on 
daily lifestyle.
h. The influence of other traumatic events experienced by the 
individual prior/subsequent to the event of interest.
i. Perceptions of future threat.
The final aim of this study is to assess the interrelationship between 
a measure of PT5D and a measure of subjective impact; specifically, 
between a PT5D inventory designed by Solomon (Solomon & Mikulincer, 
1987) and The Impact of Events Scale developed by Horowitz, Wilner & 
Alvarez (1979). In addition, a measure of social functioning (Solomon, 
1989a) has been included to investigate the relationship between 
PTSD and social dysfunction as reported by Burgess & Holmstrom 
(1976), Erikson, (1976), Solomon (1989a), Solomon & Mikulincer 
(1987), and Titchener & Kapp, (1976), but otherwise rarely 
systematically assessed in the literature. These measures w ill be 
fully described in the following chapter of this report.
3.2 ETHICS:
The study was submitted to the Australian National University, Ethics 
in Human Experimentation Committee and was granted approval to 
proceed. However, ethics go beyond formal board approval and rest on 
the researcher's integrity. This author has come to this research 
project from a practical clinical perspective with some two and a half 
years concentrated experience in working with post traumatic stress 
disorder in a population of Vietnam veterans. As such she is acutely 
aware of the ethical issues which arise from indiscriminately
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exposing victims to uncontrolled memories of their traumatic 
experiences. Considerable reticence was fe lt about conducting this 
research but, on reflection and supervisory advice, it  was concluded 
that the advantages would outweigh the disadvantages provided 
adequate protection was assured for the respondents.
The f irs t ethical decision was to exclude Vietnam veterans from the 
survey to avoid any sense of 'coercion to comply' from a somewhat 
captive population. Secondly, every precaution was taken to ensure 
that:
Ca) Respondents were under no duress to comply (see covering letter 
Appendix B).
(b) Their confidentiality was ensured as the questionnaires were 
distributed by an intermediary and the researcher had no access to any 
respondents name.
(c) Respondents were encouraged to contact the researcher by 
telephone should they experience any difficu lties with the 
questionnaire. In addition, respondents (see covering letter) and 
intermediaries (by phone) were advised of the researcher's clinical 
experience. It was believed that should any respondent require 
assistance the researcher was well qualified to either supply it 
directly or refer appropriately. In fact, two respondents did seek 
assistance with extremely successful therapeutic outcomes thus 
providing some immediate and positive vindication for the study.
(d) Respondents were assured of feedback from the study which would 
be made available to them through the intermediary responsible for 
their particular group's participation.
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CHAPTER 4  
METHOD
4  1 SAMPLING AND PROCEDURE:
Traum atic  events can be defined In te rm s of th e ir  taxonomy, fo r 
example man made (bombs), natura l (bushflre ), In terna l (ty rrany), 
external (w ar), acute (earthquake), and chronic (poverty), K inston & 
Rosser (1974) and Taylo r (1987). In addition  they can be defined In 
term s of th e ir  Impact or typology which Includes taxonomy, duration, 
degree of personal Impact, po ten tia l fo r  reoccurrence, and con tro l over 
fu tu re  im pact (Berren, Beigel & Ghertner, 1980) This study is most 
concerned w ith  'degree of personal im pact’ and w i l l  define a 
tra u m a tic  event or extrem e s tresso r in te rm s of Raphael's (1986) 
d e fin it io n  of d isas te rs  (p. 31 of th is  report). However, taxonomy is 
taken in to  account in the se lec tive  sam pling of traum a tic  events fo r 
inc lus ion  in the study. The study drew its  sample from  four traum a tic  
events w hich would be roughly represen ta tive  on a continuum from  
man made at one end, to  a natura l event at the other. Each event also 
needed to  p o te n tia lly  include a ll or m ost of the 11 trauma fa c to rs  of 
in te res t. Idea lly i t  was also hoped to se lec t events w hich were 
represen ta tive  of d isparate tim e  fram es in te rm s of 'tim e  since the 
event' and exposure tim e.
The term  v ic t im , another term  w hich w i l l  be used in th is  report, 
requires d e fin itio n . The respondents in th is  study could a ll be 
described as po ten tia l v ic tim s  of a tra u m a tic  event outside th e ir
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control and could, in varying degrees, be identified in Ochberg's 
(1988) description of a victim  as "one who is deliberately, unjustly
harmed or coerced by another human being.....feels like a loser.....feels
humiliated...diminished, pushed down in a hierarchy of dominance, 
exploited, and invaded" (p. 11). it  is suggested that even victims of 
natural disasters and accidents are vulnerable to feelings of 
victim ization, for instance feelings of being invaded and a sense of 
injustice - ‘why me’?
The search for appropriate events led to contact w ith the Natural 
Disasters Organization in Canberra and the Counter Disaster College at 
Mt. Macedon in Victoria. These organizations provided the researcher 
w ith valuable information and reading material and from this it  was 
possible to isolate disasters that had been comprehensively 
researched and those that had not. Natural disasters such as Cyclone 
Tracy, the Ash Wednesday Bushfires, and the Brisbane floods had all 
received research attention which has been previously cited in this 
report. At the developmental stage of this investigation, the 
Newcastle earthquake had not been researched at all, obviously due to 
the recency of its  occurrence.
A medlar library search for Australian studies of traumatic events, 
other than disasters, yielded few such investigations with the 
exception of combat related studies focusing on the Vietnam War and 
the Granville train accident. Victims of crime, for instance, are a 
relatively newly researched group internationally and Australian 
studies are rare. The Newcastle earthquake and victims of crime were 
subsequently selected as the two anchor traumatic events from each 
end of the desired continuum, namely victims of crime (man made
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events) and the Newcastle earthquake ( a natural disaster).
The task was then to isolate appropriate traumatic events which were 
intermediary in terms of controllability by man. A recent airline 
disaster carrying Australian passengers (United Airline Jumbo jet 
flight 81 1) had not been studied and was considered appropriate and 
the victims of the Voyager disaster in 1964 were selected as the final 
group to be surveyed.
It proved a daunting and time consuming task to locate and gain 
permission to survey a representative sample of respondents from 
these four trauma groups. The victims of crime were approached 
through their various State wide support groups, as were the Voyager 
victims. These groups agreed to distribute questionnaires to their 
members at group meetings at which the study was explained and 
participation was sought on a purely voluntary basis. The United 
Airlines passengers were located through medico legal sources and 
their participation was again both informed and voluntary. Newcastle 
earthquake victims were surveyed through the disaster relief 
committee set up after the earthquake. The survey was approved for 
distribution by a panel which was convened to assess the 
appropriateness of various research proposals presented to them in 
the wake of the earthquake.
Whilst the selected traumatic events conformed to the requirement 
for a continuum in terms of controllability by man they did not 
conform to the ideal in terms of 'time since the event'. The Voyager 
disaster occurred some 25 years prior to this investigation whilst 
respondents from the airline disaster and the Newcastle earthquake
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were both surveyed approximately one year after the respective 
events. Victims of crime were an unknown quantity in terms of time 
and even type of event until questionnaires had been returned. Clearly, 
sampling was not ideal as this single researcher w ith minimum 
resources was unable to obtain an optimum sample size or range of 
respondents. However, the sample fu lfilled  the most essential 
requirement; that respondents be obtained from a range of quite 
disparate traumatic events. The voluntary nature and selective 
sampling procedures of this survey obviously introduced a significant 
response bias which can only be acknowledged but could not be avoided 
given the research design and the sensitivity of the research topic. 
Response rates and characteristics of the sample are fu lly described 
in the results section of this report as the researcher had no access to 
this information until questionnaires were returned.
4.2 THE SURVEYED EVENTS:
4.2.1. Victims of crime:
Raphael (1986) asserts that violent assault and rape are personal 
disaster situations with consequences just as pronounced as for other 
disasters. The literature pertaining to post trauma psychological 
morbidity and victims of crime including rape, and even more recently, 
victims of white collar crime (Ganzini, McFarland & Bloom, 1990) is 
relatively recent but prolific. A highly selective review is reported 
here partially for the sake of conciseness but more particularly 
because the findings are so consistent.
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Davis & Friedman (1985), in their review conclude th a t" Evidence has 
begun to accumulate from researchers and practitioners that serious 
violent crimes do produce a major and sometimes lasting 
psychological impact on victims" (p. 91). Whilst Kilpatrick, Veronen et 
al (1985) comment that researchers, especially those assessing the 
impact of rape, have not used the PTSD framework to conceptualize 
and understand the problems of victims, PTSD-1 ike symptoms have 
been reported quite consistently in studies of rape, the families of 
homocide victims, armed holdups, incest, torture, and even non violent 
burglary (Davis & Friedman, 1985; Flartman & Wolbert Burgess, 1988; 
Mollica, 1988; Rynearson, 1988).
Two major problems for this present study were definitional in nature. 
First, how to define a 'serious crime', a crime that would be consistent 
w ith the requirement for 'an event outside the range of normal human 
experience'. The method of questionnaire distribution and its 
anonymity did not allow for selective sampling of any group 
participants but for the victims of crime this represented a major 
methodological d ifficu lty. The decision was made to use as inclusion 
criteria  all crimes which could, at least potentially, include all or 
most of the 11 factors of interest in this study. The questionnaire 
was designed to allow for sufficient qualitative information for the 
researcher to identify the nature and impact of each crime reported 
and select according to the criteria.
Secondly, primary versus secondary victim ization was problematic 
and has not been systematically disentangled in the literature. Is 
victim ization brought about by harm to a loved one (secondary)
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equivalent to that brought about by direct harm to oneself (primary). 
The decision was made to include secondary victims provided that the 
event met the same inclusion criteria for selection. This decision is 
somewhat vindicated by Creamer et al's (1989) study of the Queen 
Street shootings which indicated even higher levels of post traumatic 
distress in respondents who were not in fact in the building at the 
time of the shooting and did not therefore experience the event f irs t 
hand. The criteria  used for inclusion introduces an obvious tautology, 
that is, defining the effect by its cause. However it  is argued that 
tautological reasoning Is an Inherent characteristic in the diagnostic 
criteria  for post traumatic stress disorder; it  has not therefore been 
introduced to fu lf i l l  a methodological and definitional need of this 
particular study.
4.2.2. Naval disaster:
Whilst naval disasters are relatively rare and there are few reports of 
them in the literature, the studies that have been reviewed suggest 
high levels of post trauma psychological morbidity. Leopold & Dillon 
(1963) report high levels of long term post traumatic 'neurosis' in 
survivors of a marine explosion. This study is an old one but is 
particularly significant because it  describes post trauma 
symptomatology highly consistent w ith PTSD long before the disorder 
or its diagnostic criteria  had been formulated and documented.
Hamilton De Vance & Wilson (1987) studied World War II naval 
veterans who served on a U.5. destroyer that saw heavy combat. Of the 
175 veterans surveyed 16% met the criterion for PTSD diagnosis.
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Most relevant to this present study is Hoiberg & McCaughey’s (1984) 
report of the psychological consequences for naval personnel involved 
in a collision between an aircraft carrier (US5 Kennedy) and a guided 
missile cruiser (U55 Belknap). The researchers were interested in the 
psychological consequences of the accident for the crew members of 
the Belknap who suffered 7 deaths from burns and 42 seriously injured 
( total crew was 366). A control group was used from a sim ilar vessel 
and crew with sim ilar demographic characteristics; assessments were 
made of psychiatric hospitalizations for both ships three years after 
the accident. The results indicated that whilst numbers of admissions 
were not vastly different, the Belknap crew suffered significantly 
higher incidence of neurosis as compared to other diagnoses such as 
psychosis.
The disaster surveyed in this study was also the result of a collision 
at sea during naval manoeuvres. On the 10th February 1964 
32 Kilometres off the coast of Jarvis Bay in NSW, Australia , 2 naval 
vessels HMAS Melbourne (aircraft carrier) and HMAS Voyager (a 314 
man destroyer a sixtn of the size of the Melbourne) were carrying out 
naval exercises. The vessels were supposed to be operating at least 
1000 metres apart nowever, tragically, a mistake was made and the 
Melbourne rammed into the Voyager midship tilt in g  it  over and pushing 
it  sideways through the water.
25 years after the event an Able Seaman on the Voyager at the time of 
the disaster describes the moments before Impact in the following 
terms ” It was just horrific - the size of the Melbourne. It was so 
close that I had to t i l t  my head all the way back to see it. It was like 
a giant looming upon you, a looming juggernaut. And its  closing speed
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seemed incredible" (Rintoul, 1989, p. 8).
Survivors from the voyager have been reported as suffering as a 
consequence of this naval disaster 27 years ago. Reports of suicide, 
attempted suicide, mental illness, and marital and family d ifficu lties 
have all been reported in the media (Rintoul, 1989). Burgess Watson 
(1987) is presently conducting a major study of the psychological 
consequences for these men and he reports finding extremely high
levels of post traumatic stress disorder. He asserts th a t"...as a
group, these sailors offer the greatest potential in Australia for the 
study of chronic post traumatic stress disorder" (P. 445).
4.2.3. Airline disaster:
"Disasters related to aircraft and air travel are relatively rare. 
But when they do occur their effects are likely to be very 
psychologically traumatic because of high levels of disaster 
stressor for victims, bereaved, and disaster workers - death 
encounter, mutilating deaths and injuries, and bereavements 
that w ill be d ifficu lt to resolve" (Raphael, 1986, p. 207).
A ircra ft disasters usually have fatal consequences for passengers and 
crew and studies of such disasters most frequently focus on rescue 
workers or on individuals, affected by the disaster, on the ground. 
Medley et al (1990) describes an aircraft disaster in which the plane 
crashed into a freeway, the study assessed the psychological 
consequences for the motorists involved. Similarly, Smith et al's 
(1990) study describes the psychological impact on hotel residents 
and sta ff subsequent to a plane crash in the hotel lobby.
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The United Airline disaster of 24th February 1989 offers a unique 
opportunity to study the impact on passengers. Whilst the event was 
no less catastrophic in terms of exposure to an extreme and life  
threatening stressor involving fear, death and horror, most of the 
passengers survived.
In the disaster 9 people were sucked out to their deaths when a hole 
was torn in the side of the aeroplane. Many of the surviving 
passengers were Australians. Several passengers on the aircraft 
witnessed the horrific disappearance of their fellow passengers and 
subsequently all passengers suffered 25 minutes of uncertainty as to 
whether the plane could or would land safely or whether their deaths 
were imminent and inevitable. During this 25 minutes when their 
lives were in the balance the passengers were exposed to d ifficu lty  in 
breathing (oxygen masks were not immediately released), the plunging 
sensation of the plane's movement, screaming and commotion, 
explosive sounds and flying debris. The aircraft eventually landed 
safely.
4.2.4 Earthquake Disaster:
Disasters caused by earthquakes have received some limited attention 
in the literature. Two studies of earthquakes in central and south 
America (Ahearn, 1981 and Janney et al., 1977) both report significant 
post disaster psychological morbidity.
Most relevantly, Webster, Lewin & Carr (1991) have provided
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preliminary findings of their large scale study of the Newcastle 
earthquake. It should be noted that these findings were reported 
subsequent to the design and Implementation stage of th is present 
study but have been Included In this section of the report for the sake 
of logical coherence.
Webster et al (1991) report preliminary findings which suggest that 
at 5 to 6 months post earthquake, 21% of respondents exposed to low 
threat/low  disruption situations reached threshold morbidity as 
measured by the General Health Questionnaire and the Impact of Event 
Scale. Those exposed to greater levels of threat or disruption were 
tw ice as like ly to experience symptoms of psychological distress (43% 
In th is group). Respondents exposed to both threat and disruption (the 
high exposure group) were three times as likely to show distress (76% 
of this group). Webster et al's study Indicates that 15% of people In 
the Newcastle c ity  council area experienced moderate to high levels of 
exposure to the earthquake, of whom they predict, 50% would be above 
the threshold morbidity level 5 to 6 months after the event.
The Newcastle earthquake occurred at 10.27 am on the 28th December 
1989. The earthquake measured 5.6 on the Richter scale and although 
It was not large by world standards, 13 people died, hundreds were 
injured and property damage is estimated at more than A$1 billion.
43 THE RESEARCH INSTRUMENT:
On the basis of the hypotheses the following research instrument was 
constructed and is presented in Appendix B.
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The inventory was designed to be administerable to respondents from 
diverse trauma groups and it  was divided into three d istinct sections. 
Section A relates to the experience of the trauma itse lf and 
incorporates the 1 1 factors of interest which, for the purposes of this 
study, w ill be described as the 'predictor variables'. Section B 
examines demographic characteristics of the sample and includes 
questions which are exploratory rather than hypothesis testing.
Section C consists ot the three complementary dependent measures, 
namely the PTSD inventory, the IES (Impact of Events Scale) and the 
SFS ^Social functioning scale).
Section A was constructed to assess the presence or absence of (a) 
immediate life  threat, (b) Extended physical stress, (c) Displacement, 
(d) Loss of communality, (e) Litigation, (f) Bereavement, (g)
Witnessing of death or serious injury, (h) The shattering of assumptive 
world, (i) man made versus natural disaster, ( j)  Centrality versus 
peripherality, and (k) Active versus passive role. Each predictor 
variaoie was brie fly  defined and explained. Space was provided for 
elaboration to encourage a more comprehensive understanding of the 
respondent’s individual event and to allow some assessment as to 
whether the respondent understood the question being asked.
Questions (a) to (h) were relatively simple concepts, the endorsement 
or each providing hypothesized positive prediction of PTSD 
symptomatology. For question (i) man made events constituted a 
nypothesized positive prediction and for (k) the researcher elected to 
nominate a passive role as being predictive of the disorder. Whilst
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this decision is slightly contentious and the definition of active 
versus passive could be viewed as being ambiguous, the bulk of the 
literature supports the view that a passive role may increase 
vulnerablity and that the variable is important and worth assessing.
Centrality versus peripherality (j) represented the most d ifficu lt 
predictor to measure and to conceptualize. However, on the basis of 
Taylor's (1977) report, the decision was made to score positive 
endorsements of peripherality as being more likely to be predictive of 
PT5D provided the qualitative information available clearly indicated 
that endorsement of a central event did not result in a loss of 
communality. In Taylor's (1977) review of the 'good news about 
disasters' the conclusion is made that " Researchers suggest that a 
heightened sense of community serves as a type of therapy that 
offsets some of the personal tragedy of loss" (p. 124). Essentially 
then, this predictor was included to tease out the differences between 
a central event which continued to provide the supportive environment 
of community and a peripheral event where the individual may feel 
very alone and isolated from his community. It is acknowledged that 
the concept is complex and may be confounded with 'loss of 
communality' but after some deliberation the decision was made in 
favour of inclusion on the basis that more information was better than 
less.
Section B of the inventory measured basic demographics such as age, 
sex and so on. It also measured emotional responses to the event, the 
sensory impact of the event, recalled stress levels at the time of the 
event and stress levels provoked by the memory of the event. The
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influence of time, both in terms of exposure time and time since the 
event, guilt and blame, lifestyle interference and/or change, 
expectation of reoccurrence, and prior and subsequent traumatic 
experiences were all measured in Section B of the inventory.
Section C comprised the three co dependent scales. The rationale for 
their inclusion and a summary of their psychometric properties is 
presented below.
4.4 THE MEASURES:
4.4.1. Impact of Event Scale ( Question 22 Appendix B): This scale was 
placed f irs t in this section of the inventory because it appeared to 
this researcher to be the easiest scale to complete. The scale was 
developed by Mardi Horowitz and the rationale for its development is 
fu lly  described in Horowitz et al (1979), and Weiss, Horowitz & Wilner 
(1984). In essence, it  was developed as a response to the observation 
that no suitable instrument existed to measure the current degree of 
subjective impact experienced by an individual as a result of a 
specific event.
The Impact Of Events Scale (IES) has been validated for use as an 
assessment tool for post trauma morbidity (Schwarzwald, Solomon, 
Weisenberg & Mikulincer, 1897; and Zilberg et al., 1982) and has been 
a highly regarded and useful instrument for the assessment of 
psychological sequelae in a number of studies covering a variety of 
traumatic events ( Chemtob et al., 1990; Creamer, et al., 1989; 
Horowitz et al., 1980; McFarlane, 1988, Wilson et al., 1985;
Woodfolk & Grady, 1988; ). It has been chosen as an assessment tool
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in this present study because of its psychometric properties, its  wide 
use as a research tool in the post traumatic stress disorder literature, 
and because it has been shown to be an appropriate and useful tool to 
assess Post Traumatic Stress Disorder.
The scale measures two response sets; intrusion and avoidance. 
Horowitz et al (1979) describe these response sets as being common 
responses to psychological stress. According to Horowitz, intrusion is 
characterized by unbidden thoughts and images, troubled dreams, 
strong pangs or waves of feelings and repetitive behaviour. Avoidance 
encompasses ideational constriction, denial of the meanings and 
consequences of the event, blunted sensation and behavioural 
inhibition.
In its development stage the scale was administered to 66 adults who 
had reported psychological distress symptoms as a response to a 
serious life  event. Cluster analysis of the original 20 items produced 
two distinct clusters. The f irs t cluster contained items from a 
clin ica lly derived intrusion subset and the second cluster was 
composed of clin ically derived avoidance items. The scale was finally 
reduced to the 15 most powerful items and is used in this form 
without modification in this present study.
Psychometric properties of the I ES: Horowitz et al (1979) report the 
following psychometric properties of the IE5 scale:
Split half re liab ility  of total scale: (r= 86).
Internal consistency of subscales:. Intrusion (Cronbach's alpha = .78)
Avoidance (Cronbach's alpha = .82)
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It was noted that the subscales correlated at .42 (p<.0002) which 
indicates that the subscales are associated but do not measure 
identical dimensions.
Test retest re liability: The IE5 was administered on two occasions to 
a new sample of 25 adults exposed to a stressful event A one week 
interval was allowed between testing and results indicated a test 
retest re liab ility  of .87 (total stress score), .89 (intrusion subscale), 
and .79 (avoidance subscale).
4.4.2. Post Traumatic Stress Disorder Inventory (Question 23, 
Appendix B): The inventory used for this study was designed by Zahava 
Solomon and is described in several recent publications 
(Solomon, 1988; Mikuliner & Solomon, 1988; & Solomon & Mikuliner, 
1987). This particular inventory was chosen over other inventories 
measuring PTSD symptomatology e.g. the PTSD subscale of the MMPI, 
on the basis of its face valid ity in clinical terms, its brevity, and its 
reported psychometric properties. In addition the inventory allowed 
for several different scoring techniques, categorical (PTSD =yes/no), 
continuous (scores on the scale), & frequency of symptom 
endorsement (number of symptoms endorsed by each responded).
The inventory includes 13 statements describing the DSM 1 11R 
symptoms of Post Traumatic Stress Disorder. The 13 statements are 
divided into three categories of symptoms corresponding to the 
following three DSM 111R categories for the diagnosis of PTSD.
1. Re experiencing of the trauma.
2. Numbing of responsiveness or reduced involvement w ith the
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external world.
3. Additional symptoms of hyperarousal and avoidance.
Solomon (1988) reports the following psychometric properties of the
Inventory:
Internal Consistency: The internal consistency of the 13 items is
reported to be high (Cronbach Alpha .89).
Reliability: The Inventory was administered twice with a
one week interval to a small group (N=20). 
Percentage agreement was 82.3% indicating a 
high test retest reliability.
Concurrent Validity: For a sample of N=161 Israeli soldiers the PTSD
Inventory was correlated with the Impact of 
Events Scale (IES - developed by Horowitz, the 
properties of which have previously been 
described in this report). The PTSD Inventory 
correlated w ith the IES both in Intrusion (r=. 62, 
p=<.01) and Avoidance (r=.40, p=<.01).
For the purposes of this present investigation the PTSD Inventory was
slightly modified; it  can be found in its  original form in Appendix C of
this report. This decision was taken for the following reasons:
1. The Inventory had been developed by Solomon specifically to 
measure PTSD in combat veterans. The present study did not have 
combat veterans as its focus and therefore references to 'war' 
were eliminated from all question content.
6 2
2. Question 6 in Solomon's Inventory was reworded and re categorized 
on the basis of the clinical experience of this present author. The 
question is seen to allow for some ambiguity for respondents. 
Whilst Solomon intended the statement to represent numbing of 
responses (category 2) it  seemed more appropriate to this author 
to alter the wording to:
You get more upset and angry about things than you used to' 
and recategorize the statement to category 3 (hyperarousal).
3. Coding of responses was altered from (Yes/No) to ('not at all; 
rarely; sometimes; often). This alteration was made in order to 
provide a finer discrimination of PTSD symptomatology. Scope 
was therefore provided to examine severity (in terms of temporal 
symptom frequency).
44.3. Social Functioning Scale. (Question 24 Appendix B): Some 
researchers have discussed social dysfunction and its  association 
with PTSD (Adams & Adams 1984; Burgess & Holmstrom, 1974; 
Erlkson, 1976; Milne, 1977; Raphael, 1986; and Titchener & Kapp,
1976; ) A scale was developed by Solomon & Mikulincer (1987) to 
systematically assess problems in social functioning following a 
traumatic or highly stressful experience. It was developed primarily 
for combat experience but is readily adaptable for any traumatic 
event.
The Social Functioning Scale was included in this investigation firs t, 
because it  has rarely been used in studies other than those reported by 
Solomon and focusing on combat veterans. This seemed remiss given
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the empirical support for a link between social dysfunction and post 
traumatic stress disorder symptomatology. Secondly, to replicate the 
relationship between dysfunction on a social, work, & fam ilial basis 
and post traumatic stress disorder as reported by Solomon ( 1989a) 
Solomon describes the scale as one which assesses 7 areas of social 
functioning: Work performance (5 items); family functioning (3 
items); sexual functioning (1 item), social functioning (4 items); 
social motivation (2 items); social satisfaction (4 items); & social 
independence (2 items). Psychometric properties are reported by 
Solomon (1989):
Reliability: is reported for each SFP scale as ranging from
Cronbach Alpha coefficients of .63 to .81 
indicating high internal consistency.
Test retest re liability: (one week interval, N=20) ranged from 76% to
91 % .
intercorrelations among the 7 SFP subscales ranged from .39 to .72, 
all positive and significant and suggesting that the scales are 
associated and that there is an underlying dimension of functioning 
disability.
The SFS scale was used in this study with only minor modifications 
and the original form is presented in appendix C. Modifications 
included:
1. Response categories were simplified from t./n.t. to T/F.
2. Reference to 'war' was eliminated and altered to 'the event'.
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CHAPTER 5 
RESULTS
5.1 RESPONSE RATES:
The overall response rate was 34% (86 completed questionnaires were 
returned from the 250 distributed). W hilst the response was 
disappointng i t  was consistent w ith  rates quoted in the lite ra tu re , 
most pa rticu la rly  in d isaster research (McFarlane, 1987; Clayer, 
Bookless-Pratz & Harris, 1985). Moser and Kalton (1970) comment 
that surveys requiring mail return, rather than personal contact w ith  
the researcher, typ ica lly  produce response rates of 20 to 50% 
depending on the saliency of the m ateria l to the individual.
Respondents in th is  present survey would be expected to have found the 
m ateria l salient to the ir experience. However, trauma v ic tim s  are 
like ly  to avoid exposure to the traum atic event and completion of the 
survey may w e ll have been anxiety provoking. It was expected that 
many would be disinclined to partic ipate  and no compliance pressure 
was applied at any time, the response rate of 34% was therefore 
regarded as being quite satisfactory.
Of the 86 questionnaires returned a ll were adequately completed but 
six were randomly elim inated to allow  fo r equal numbers of N = 20 
respondents in each trauma group; thus s im p lify ing  data analysis and 
intergroup comparisons. Random elim inations were required in three 
of the four trauma groups: V ictim s o f crime ( 23 responses, three 
e lim inations); naval group ( 21 responses received requiring one
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e]imination);earthquake group ( 22 responses, two eliminations). The 
airline group yielded exactly 20 respondents.
5.2 DESCRIPTIONS OF QUALITATIVE DATA:
The survey instrument allowed the respondent some 'free response'.
It was hoped that this information would allow for a more personal 
account and provide the researcher with a better total picture of each 
individual's experience. In particular, w ith the more individually 
diverse experiences of the victims of crime, the provision for purely 
qualitative data had the potential to allow the researcher to screen for 
any events which could not be described in terms of an extreme 
stressor. Whilst it is acknowledged that the magnitude of a stressful 
event can be based on subjective perception, this present survey did 
endeavour to confine itse lf to stressors that would most likely be 
highly stressful to almost anyone. No questionnaires needed to be 
eliminated as a result of the researcher's screening of ’free responses'.
The provision for ’free response' was incorporated in two sections of 
the questionnaire. First in Section A where the respondent was 
required to endorse the presence or absence of each of the 11 
hypothesized predictors. Secondly, the questionnaire concluded with 
the invitation to provide additional information relevant to the 
respondent but not covered by the survey instrument.
A summary of 'free responses' for each trauma group is presented 
below. The purpose of the summary is twofold; it  highlights some 
apparently trauma specific reluctance to provide additional 
information (naval group) and, it  serves to more fully describe the
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sample, most particularly where the traumatic event Is not a unitary 
one (victims of crime).
Victims Of Crime: Respondents from this group appeared to respond 
very positively. Twelve respondents expressed appreciation that the 
traumatic nature of their experience was being acknowledged by their 
inclusion in the survey. Five respondents commented on the 
relevance/appropriateness of the survey content and/or style. From 
the descriptions given by respondents in this group it  is possible to 
provide a brief outline of each individuals crime experience. Details of 
the crimes are kept to the absolute minimum in order to respect 
confidentiality and avoid inadvertent identification of any respondent. 
Some description is essential however, in order to describe the 
sampling characteristics of this group.
One respondent described physical injury and property damage as a 
result of arson, one reported the murder of a girlfriend, one the death 
of a son from a hit and run accident. Two respondents were involved in 
armed hold-ups and two experienced aggravated rape. Two reported the 
murder of a sibling and two described the death of a spouse as a result 
of a drink driving offence. Four parents reported the murder of a child 
and five respondents were victims of violent assault.
Eight respondents commented on the fact that “nobody wants to know 
when you are a victim  of crime".
The Naval Group: Respondents from this group provided minimal 
additional information. Three respondents referred to the lack of 
compensation and lengthy litigation process to which they have been
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subjected. One respondent expressed an appreciation that he had been 
included in the survey.
The Airline Group: Respondents in this group tended to define 
themselves in terms of their proximity to the area where the nine 
passengers were sucked out of the aircraft. Four individuals who were 
seated distant from the relevant section of the plane described their 
fear at not knowing what was happening. Twelve others who witnessed 
the event more directly commented on the sense of helplessness and 
terror. Of particular interest is the fact that respondents in this group 
appeared to be happy to elaborate in Section A of the survey. They did 
not provide any additional comments at the end of the questionnaire.
The Earthquake Group: Respondents in this group tended to elaborate 
both in Section A and at the end of the questionnaire. The majority 
reported high levels of fear and distress at the time of the earthquake 
but most were keen to describe positive aspects of the trauma such as 
assistance from neighbours, strengthening of community bonds, support 
from the rest of the country. One respondent commented that the 
earthquake was a triv ia l event in her life  compared to the other 
traumas she had faced; she was unhappy at having to confine her 
responses to this event rather than to the others.
interestingly, respondents in this trauma group were particularly keen 
to wish the survey well and hoped that they had been helpful.
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5.3 DEMOGRAPHIC CHARACTERISTICS OF THE SAMPLE:
There were 20 respondents from each of the four trauma groups 
yie ld ing a to ta l sample size of H_- 80.
Important demographic characteris tics are shown in Table 5.3.1 and 
examination of the table reveals a sampling bias to males. This sex 
bias is explained by the inclusion of the naval trauma group all of whom 
were males. There is also an evident bias in favour of respondents 
w ith  A u s tra lian /B ritish  ethnic origins, however, most occupational, 
educational and m arita l status categories were represented and a wide 
age range was obtained.
The over representation of males in the to ta l sample and the ir 
exc lus iv ity  in one trauma group may l im it  generalization of the results. 
Further analysis however, did not suggest s ign ifican t sex differences 
in reported Post Traumatic Stress Disorder symptomatology; both 
males and females seem equally vulnerable to the development of the 
disorder. In fact, none of the assessed demographic variables were 
found to have any s ign ifican t re lationship to the presence or absence of 
Post Traumatic Stress Disorder and are therefore not included as 
variables of in terest in the fo llow ing description of the results.
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Table 5.3.1 Important Demographic Variables for each Trauma Group.
DEMOGRAPHIC CRIME N A VA L AIRLINE EARTHQUAKE
Sex 7 m ales  
13 fem ales
2 0  m ales 9  m ales  
11 fem ales
11 m ales  
9  fem ales
Age range (X )  
in y e a rs
1 8 -6 1  ( 3 8 ) 4 5 - 6 0  ( 5 0 ) 2 1 - 6 0  ( 4 2 ) 2 0 - 8 0  ( 4 8 )
(S D ) ( 1 0 .7 ) (3 .7 7 ) ( 1 1 .8 6 ) (1 8 .8 4 )
M a rita l
s ta tu s
m a rr ie d  once 8  
n ever m a rr ie d  5  
divorced 1 
w id ow ed  1 
de fa c to  3  
m a rr ie d  tw ic e  2
m a rr ie d  once 13 
d iv o rc e d /s e p . 5  
m a rr ie d  tw ic e  2
m a rr ie d  once 12 
n ever m a rr ie d  4  
d ivo rced /se p  3  
w id ow ed  1
m a rr ie d  once 8  
never m a rr ie d  2  
d ivo rced /se p  6  
w id ow ed  1 
de fac to  1 
m a rr ie d  tw ic e  2
Educational
level
secondary 13 
college diplom a 5  
bachelors  degree 2
secondary 13 
post sec. techn ical 6  
bachelors  degree 1
secondary 4  
post sec. technical 6  
bachelors  degree 6  
m a s te rs  degree 3  
d o cto ra te  1
secondary 8  
college diplom a 2 
bachelors 4  
o th e r 6
Occupational
s ta tu s
p ro f/m a n a g e r ia l 4  
c le ric a l 5  
sk illed  tra d e  3  
sem isk illed  tra d e  3  
unem ployed 2  
hom eduties 2  
o th e r 1
p ro f/m a n a g e r ia l 1 
sk illed  tra d e  13 
unskilled tra d e  3  
o th e r 3
p ro f/m a n a g e r ia l 9  
c le ric a l 3  
sk illed  tra d e  5  
home duties 3
p ro f/m a n a g e r ia l 2  
c le ric a l 1 
sem i sk illed  1 
unskilled 2  
unem ployed 1 
hom eduties 7 
o t h e r /r e t ir e d  6
Relig ious
a f f il ia t io n
none 10 
P ro te s ta n t 5  
ca tho lic  5
none 14  
P ro te s ta n t 4  
ca tho lic  2
none 15 
P ro te s ta n t 3  
ca tho lic  2
none 7 
P ro te s ta n t 7 
ca tho lic  3  
o th e r 3
E th n ic ity
A u s tra lia n  16 
B rit is h  1
South. European 1 
Mid. European 2
A u s tra lia n  19 
B ritis h  1
A u s tra lia n  10 
B rit is h  7 
M id. European 1 
N o rth . European 2
A u s tra lia n  14  
B rit is h  5  
Mid European 1
X age 
a t even t 
(S D )
X 3 0  
( 1 2 .5 7 )
X 2 4  
( 3 .7 7 )
X 41  
( 1 1 .8 6 )
X 4 7  
( 1 8 .8 4 )
T im e Elapsed  
since ev en t 
to 1 9 9 0
X 7 .4  y e a rs  
SD = 9 .3 8
2 6  y e a rs 1 y e a r 1 y e a r
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5.4 SCALE ANALYSIS:
5.4.1 The Post Traumatic Stress Disorder Inventory (PTSD):
Items on th is inventory were s ta tis tica lly  examined by principal 
components factor analysis rotated to simple structure (varimax). The 
factor analysis produced very acceptable scale properties yielding two 
factors w ith  eigenvalues > 1 and accounting for 67.6% of the variance. 
Items loading on these factors were consistent w ith  those described by 
Solomon and Mikulincer (1987) and produced meaningful scales 
representing the underlying constructs, (1) re experiencing of the 
trauma and, (2) numbing of responsiveness. It is not suprising that a 
third factor did not load as additional items on the inventory represent 
an assortment of symptoms rather than a single symptom construct.
The factor analysis, item loadings and re liab ilities  are presented in 
Table 5.4.1. The psychometric properties of th is scale were 
particularly pleasing given the fact that the inventory was modified 
from the original for inclusion in th is study.
The PTSD inventory was used in subsequent analysis as a total scale 
score. The subscales were shown to be so strongly correlated w ith  the 
subscales of the Impact of Events Scale that i t  seemed superfluous to 
examine two measures of the same domain (Intrusion subscale of PTSD 
inventory and Intrusion subscale of I ES inventory [r=0.87; p< .000] and
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avoidance subscale of PT5D inventory and avoidance subscale of IE5 
inventory [r=0.81; p< .000]).
Table 5.4.1: Factor Analysis - Loadings and Reliabilities for the PTSD 
Inventory.
Total Scale Factor 1 Factor 2
Intrusion Avoidance
Reliabilities 0 .9 4
(Cronbach's Alpha)
0 .9 4 0 .9 4
Item Loadings
You have recu rren t scenes 
or thoughts about the event 0 .6 6
You have re cu rren t dreams 
and nightmares about the event 0 .7 7
Sometimes when things remind  
you o f the event you feel or act as 
i f  you are  re-experiencing it 0 .6 3
You have less in teres t in activ ities  
which w ere  once im portant to you 
(e.g .) w ork , fam ily  life , hobbies, friends 0 .8 7
You feel detached or estranged from  others 0 .8 6
8  o f explained variance 5 8 .6  X 9 .0 8
Total explained variance 6 7 .6 8
The PTSD inventory was also used as a categorical measure for the 
purposes of assessing the presence or absence of PTSD. Presence or
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absence of PTSD was determined by setting a decision rule which 
required endorsement of items consistent w ith DSM MIR criteria for 
diagnosis of the disorder. To be designated as PT5D positive a subject 
needed to endorse at least one of the intrusion items; both of the 
avoidance items ; and at least two other items on the inventory. 
Inclusion guidelines required endorsement at the ’often' occurring level 
for all relevant endorsed items.
5.42 The Impact of Events Scale (IES):
Items on this scale were analysed in the same manner as for the PTSD 
inventory. Once again the factor analysis produced very acceptable 
scale properties yielding two factors with eigenvalues > 1 and 
accounting for 65.9% of the variance.
Items loading on each factor were found to be entirely consistent with 
the intrusion and avoidance subscales described by the developers of 
the scale Horowitz, Wilner and Alvarez (1979). These findings confirm 
the well documented and established ( Schwarzwald, Solomon, 
Weisenberg & Mikulincer, 1987) psychometric qualities of this widely 
used scale. The subscales and total scale scores of the IES were 
included in subsequent analyses.
The factor analysis is presented in Table 5.42. and examination of this 
table indicates that the inventory (total scale and subscales) yielded 
high re liab ility  values and, in addition, the item loadings were 
generally very satisfactory.
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Table 5.4.2: Factor Analysis - Loadings and Reliabilities on the 1ES 
Inventory.
Total Scale Factor 1 Factor 2
In trus ion Avoidance
R e lia b ilit ie s  0 .9 0
(Cronbach's A lpha)
0 .9 2 0 .9 2
Item  Loadings 
1 thought about i t  when 1 
didn't m ean to 0 .8 4
1 had tro u b le  fa llin g  asleep o r  
s tay in g  as leep , because o f p ic tu re s  
o r thoughts about i t  th a t cam e into  
m y mind 0 .7 7
1 had w av es  o f s tro ng  fee lings about i t 0 .7 7
1 had d rea m s about i t 0 .7 2
P ic tu re s  about i t  popped into m y  mind 0 .8 2
O th er th ings ke p t m aking m e think about I t 0 .5 0
A ny re m in d e r brought back fee lings about i t 0 .7 7
1 avoided le ttin g  m y s e lf  g e t upset when 1 
thought about i t  o r  w as  rem inded  o f i t 0 .5 0
1 tr ie d  to rem o ve i t  fro m  m e m o ry 0 .6 6
1 s ta y e d  a w a y  fro m  re m in d e rs  o f i t 0 .7 6
1 fe l t  as i f  i t  hadn't happened o r i t  w as n 't re a l 0 .7 3
1 tr ie d  no t to  ta lk  about i t 0 .8 7
1 w as  a w a re  th a t 1 s t i l l  had a lo t o f fee lings about 
i t ,  but 1 didn't deal w ith  them 0 .7 8
1 tr ie d  no t to think about i t 0 .6 7
M y fee lings about i t  w e re  kind o f numb 0 .5 0
% o f explained va ria n ce 5 6 % 9 .9 %
Total explained va ria n c e  6 5 .9 %
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5.4.3 The Social Functioning Inventory (SFS):
As for the other two inventories the SFS was examined by principal 
component factor analysis and the results are presented in Table 5.4.3. 
The psychometric properties of this scale did not hold up as well as the 
other two scales but nevertheless the scale proved to be reliable and 
useful w ith modified subscales.
Five factors were extracted with eigenvalues >1. Only three of these 
factors were found to be meaningful w ith item loadings consistent 
w ith Solomon and Mikulincer (1987) subscales of work functioning; 
family functioning; and social functioning. Items included in the 
single social functioning subscale represent an amalgamation of 
Solomon and Mikulincer’s four social functioning subscales. The 
single item measuring sexual functioning was also included in 
subsequent analyses.
Examination of Table 5.4.3. demonstrates high re liabilities for all the 
subscales and the total scale. Item loadings are generally very 
satisfactory.
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Table 5.4.3: Factor Analysis - Loadings and Reliabilities for the SFS 
Inventory.
Factor 1 
Work functioning
Factor 2  
Social functioning
Factor 3
Family functioning
Reliabilities 0.85 0.89 0.83
(Cronbach's Alpha)
Total scale alpha -  0 .93
Item Loadings 
Since the event I have had 
occasional difficulties at work 
which I didn't have before
0.66
Since the event I have been
sicker and it interferes with
my work 0.77
Since the event I have been absent
from work more frequently
than before 0.75
Since the event I have had problems 
with my colleagues at work which 
did not occur previously 0 .78
Since the event I have been more 
worried about work matters 0 .77
Since the event I have found it hard
0.77
0.74
0.63
to discuss the event with people 0.73
Since the event I have had less
desire to meet with people 0.65
Since the event I no longer re ly
on other people 0 .57
Since the event it  is hard for me to
talk about things that trouble me 0.76
Since the event I have spent less time 
with the family
Since the event I talk with members of 
my family less than I used to
Since the event I have had problems with 
family members which I didn't have before
% of explained variance 40.9% 8.6% 7.5%
Total ftxplainftrt varianrs 57%____________________________________________ _
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5.5 HYPOTHESIS TESTING:
Do a ll individuals who experience a traumatic event necessarily 
develop Post Traumatic Stress Disorder?
Using the PTSD inventory in its categorical form, to assess the 
presence or absence of PTSD in this sample of individuals all of whom 
had experienced a significant traumatic event; the following results 
were obtained. The hypothesis that the experience of a traumatic event 
alone is not sufficient cause to explain the later development of PTSD 
is confirmed. Respondents exhibited different levels of PTSD 
symptomatology and, according to the inclusion criteria used in this 
sample, a total of 24 (30%) of individuals were identified as being 
likely PTSD sufferers.
It is interesting to note that when the inclusion guidelines were set at 
a less stringent level ie. endorsement of the appropriate items at the 
‘sometimes’ level, PTSD positive designation increased from 30% to 
58% of the sample. However, in order to allow for maximum 
confidence in the findings from this study the more stringent level for 
inclusion was retained for all analyses.
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is  trauma group membership predictive o f PT5D?
The number of individuals suffering from PTSD in each trauma group is 
demonstrated in Figure 5.5a.
Figure 5.5a: PTSD Frequency by Trauma Group
Crime Airline Earthquake
0P T S D  +Ve 0P T S D  -Ve
A Chi square likelihood ratio  of X 2( 3, N_= 80) = 22.43 (p<.000) 
indicates that PTSD positive identification is not independent of 
trauma group membership. The hypothesis that membership of a 
particular trauma group is predictive of PTSD is confirmed. According 
to the trauma groups surveyed and the research instrument used, the 
extent of an individual's vulnerability to PTSD appears to depend on the 
trauma experienced.
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Which trauma group membership was predictive o f PT5D?
A one way analysis of variance was performed on the continuous scale 
scores of the PT5D inventory in order to analyse the differences 
between trauma groups. Only three groups were included in the 
analysis as the earthquake group yielded no positive PTSD respondents. 
The results of this analysis are presented in Table 5.5.1 and a Scheffe 
procedure indicated that the naval group (X = 42.5) and the crime group 
(X = 36.15) were both significantly different to the airline group (X = 
24.35) (p< .05). There were no significant differences in mean PT5D 
score between the naval and crime groups.
Table 5.5.1: Analysis of Variance of Mean Scale Scores on the PTSD 
Inventory for the Naval, Crime and Airline Respondents.
SOURCE SS df MS F
Between groups 1216.90 2 608.45 5.97*
Within groups 5813.95 57 101.99
Total 7030.85 59
*ü< .004
In summary, respondents who experienced the naval disaster aboard the 
Voyager and victims of violent crime scored significantly higher on the 
continuous scale of the PTSD inventory than did those in the aircraft 
disaster. The earthquake victims did not exhibit any serious PTSD 
symptomatology.
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is  trauma specific ity a sufficient explanation fo r the differing  
incidence o f PTSD in the sample?
The results indicating trauma specificity are interesting in themselves 
hut they do not provide an answer for the main thrust of this 
investigation. What is it  about a disaster or traumatic event, 
independent of the personality/pre trauma history/post trauma social 
supports and environment of the individual, which might explain 
differences/sim ilarities in PTSD incidence across traumatic events?
With the specific aim of providing some answers to this fundamental 
question this study explored 11 commonly examined predictor 
variables and some highly significant results were obtained.
Chi square tests of independence for positive vs negative endorsement 
of each predictor variable by the presence or absence of PTSD (2X2 
analysis) yielded the results shown in Table 5.5.2.
The analysis indicates that several predictor variables exhibit 
significant disproportionate distribution of observed values across 
cells and from inspection of these cells it  would appear that positive 
endorsement of these variables is predictive of PTSD symptomatology.
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Table 5.5.2: Positive Endorsement of Predictor Variables (1-11) by 
PT5D (presence or absence).
Predictor variable Frequency of +ve endorsement Chi
PTSD -ve 
n_= 56
PTSD +ve
n_= 24
Square
Immediate Life Threat 38 (67.9$) 19(79.2«) 1.09 ns
Extended Physical Stress 27 (48.2«) 19(79.2«) 6.97 .02
Displacement 17(30.4«) 10(41.7«) .94 ns
Loss of Communality 15(26.8«) 15(62.5«) 9.01 .002
Litigation 26(46.4«) 22(91.7«) 16.56 .0005
Bereavement 9(16.1«) 18(75«) 25.93 .0001
Witnessing Death or 
Serious Injury
13(23.2«) 13(54.2«) 7.1 .007
Shattering of 
Assumptive World
23(41.1«) 16(66.7«) 4.46 .03
* Man made Disaster 36(64.3«) 24(100«) 16. 97 .0004
**  Peripheral Disaster 13(23.2«) 7(29.2«) 31 ns
***  Passive Role 25 (44.6«) 14(58.3«) 1.26 ns
df = 1
* Endorsement of man made disaster vs natural disaster 
**  Endorsement of peripheral disaster vs central disaster 
* * *  Endorsement of passive role vs active role.
Whilst these results are interesting they do not adequately represent 
the data due to the correlational structure that exists between the 
variables. In addition, and particularly in this present study, it  does not 
take account of the four group structure of the research design. The
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data presented in this form only for completeness and as a heuristic 
guide for further research.
Multivariate analysis revealed that whilst there were significant 
differences in PT5D incidence between the trauma groups, these 
differences were explained by the presence or absence of three of the 
predictor variables examined. Ordinary Least Squares Analysis using 
the PTSD inventory as a continuous scale score revealed that the sum 
of predictors 2,6, and 8 (extended physical stress, bereavement and 
shattering of the assumptive world) is the best single predictor of 
scale scores of PTSD, accounting for 59.1 % of the variance. The 
simplest model and best predictive equation for PTSD scale scores is 
the equation:
Estimated (total scale score) = 7.74 + (16.43 X sum 2,6,8,); the final 
regression analyses are presented in Tables 5.5.3 and 5.5.4 and the 
model is illustrated in Figure 5.5b.
Table 5.5.3: Summary of Ordinary Least Squares Regression Analysis 
for Total Scale Scores on the PTSD Inventory and 
Predictors 2,6, and 8.
Source df ss ms Variance
ratio
Regression 1 16517 16516.8 115.16
Residual 78 11187 143.4
Total 79 27703 350.7
Change 3 320 106.6 0.74
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Table 5.5.4: Estimates of Regression Coefficients used to Predict 
Scale Scores on the PTSD Inventory from the Sum of 
Predictors 2 , 6, and 8.
Estimate s.e. t
Constant 7.74 2.53 3.06
Predictors 2,6 & 8 16.43 1.53 10.73
Figure 5.5b: Expected Total PTSD Scale Scores Expressed as a 
Function of the Sum of Endorsements of Predictors 
2 , 6 , &  8.
Sum of Predictors 2 ,6  8.
Predictor 2 = Extended physical stress.
Predictor 6 = Bereavement.
Predictor 8 = Shattering of the Assumptive World.
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When assessing the influence of the predictor variables on PTSD using 
the inventory in its categorial form a logistical regression analysis 
(Mccullogh & Neider, 1990) was used. This statistical procedure was 
necessary because of the binary nature of the dependent variable 
(presence or absence of PTSD). The procedure is similar to an ordinary 
least squares regression but it  handles the binary nature of the 
dependent variable by applying a transformation = log(p/1-p) where p is 
the probability of having Post Traumatic Stress Disorder. The 
procedure is iterative and allows the positioning of each individual on a 
probability scale (log odds model). The model can be expressed as: 
Expected value of log (p /1 -p) = Linear function of predictor variables 
and the analysis once again revealed that the probability of developing 
PTSD can be expressed as a function of the sum of predictors 2,6, and 8.
The relationship is expressed by the equation: 
log(p/1 -p) = -4.86 ♦ (2.494 X pred 2,6 & 8) 
and is summarised in Tables 5.5.5. and 5.5.6 and Figure 5.5c.
Table 5.5.5: Summary of Logistic Regression Analysis of PTSD 
Diagnosis
Source df deviance mean
deviance
deviance
ratio
Regression 1 36.16 36.1622 43.58
Residual 78 64.73 0.8299
Total 79 100.89 1.2771
Change 3 1.27 0.4243 .51
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Table 5.5.6: Estimates of Regression Coefficients used to Predict 
the Probability of Developing PTSD Expressed as a 
Function of the Sum of Endorsements of Predictors 
2,6, and 8.
Estimate s.e. _L
Constant -4.86 1.11 -4.38
Predictors 2,6 & 8 2.494 0.59 4.23
Figure 5.5c: Probability of Developing PTSD Expressed as a 
Function of the Sum of Predictors 2,6, and 8.
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In summary, hypothesis 3 is confirmed. Trauma specificity is not a 
sufficient explanation for differing incidences of PT5D.
Hypothesis 4 is partially confirmed. Not all predictor variables 
examined in this study were found to have explanatory power but the 
experience of predictors 2 (extended physical stress), 6 (bereavement), 
and 8 (shattering of the assumptive world) were found to be 
significant, powerful and additive predictors of subsequent PT5D 
incidence.
The predictive power of these experiences (predictors 2,6,& 8), held up 
across traumatic events. The results of this study would suggest, 
therefore, that some traumatic events are more or alternatively less 
likely to expose the individual (or more individuals) to certain 
experiences. If that exposure includes the experience of extended 
physical stress, bereavement and a perceived shattering of the 
individual’s assumptive world, then that traumatic event would appear 
to be more likely to result in significant Post Traumatic Stress 
Disorder incidence. It needs to be emphasized that, according to the 
results from this present investigation , it  is not the traumatic event 
itse lf which is necessarily predictive of subsequent PTSD incidence 
but the fact that the event intrinsically encompasses specific, noxious 
and often individual experiences which a££ predictive of Post 
Traumatic Stress Disorder.
Hypothesis 5 is only partially confirmed. The results from this
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investigation suggest that it  is the type/quality of the experience 
(predictors 1- 11)  which is predictive of the later development of 
PTSD rather than the quantity of experiences. However, where the 
experiences are of a particular type and quality (predictive of PTSD 
symptomatology) then the likelihood of such symptomatology increases 
additively w ith the number of endorsed experiences.
5.6 FURTHER EXPLORATORY ANALYSIS:
Were there any s ign ificant demographic factors operating w ith in  the 
Post Traumatic Stress Disordered respondents?
Whilst no demographic variable proved to be predictive of Post 
Traumatic Stress Disorder symptomatology per se there were some 
significant sex differences amongst respondents whose endorsements 
on the PTSD inventory suggested that they were Post Traumatic Stress 
Disorder sufferers (n_= 24). Sixteen of these respondents were male 
and eight were female. The greater representation by males is 
explained by the naval trauma group which was entirely made up of 
males and, in addition, was the group which included the greatest 
number of Post Traumatic Stress Disorder sufferers.
T tests of mean scores on the PTSD inventory ( scored as a scale 
score), the IES (total scale and subscale scores), and the SFS (total 
scale and subscale scores) revealed no. sex differences for the PTSD or 
IES inventories but significant differences for the SFS. Specifically, 
the results indicate that males and females who suffer from PTSD do
87
not d iffe r in terms of the amount or type (e.g. intrusion or avoidance 
behaviour) of symptomatology. But the summary of results presented 
in Table 5.6.1. indicates that males report more disruptive social 
consequences from the disorder than do females.
Of course, causality ( i.e. that PT5D leads to greater social 
consequences for males than for females) cannot be stated with 
certainty since it  could be argued that the experience of social 
disruption for either sex could be a sufficiently traumatic event to 
produce PT5D symptomatology.
Table 5.6.1: Mean Scores, Standard Deviations, and T Tests of Sex
Differences on the SFS Inventory for the PTSD +ve Group
n M * SD _L _Qz_
Work functioning 
males 16 4.19 1.17 4.83 .000
females 8 1.75 1.16
Family functioning 
males 16 2.31 1.01 2.22 .04
females 8 1.25 1.28
Social functioning 
males 16 7.94 1.45 3.30 .003
females 8 5.87 1.46
Total SFS scale
males 16 16.5 3.65 3.93 .001
females 8 10.6 2.97
t tests using pooled variance estimate; df = 22.
*  The higher the score the greater the dysfunction.
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What sorts o f  emotions were endorsed by respondents and were there 
differences which could be identified  as being PT5D dependent?
The chi square analysis presented in Table 5.6.2. assesses only the 
frequency of endorsement of each emotion regardless of whether the 
respondent experienced the emotion during the traumatic event, 
immediately after the event, or now. In addition, the analysis has been 
carried out by collapsing over trauma group membership and 
demographic variables.
Examination of the table indicates a significant disproportionate 
distribution of observed values across cells for several emotions. 
Inspection of these cells suggests that respondents who are PTSD 
sufferers (based on the inclusion criteria used in this study) tend to 
endorse certain emotions more frequently than do non sufferers. Most 
noticeably, PTSD sufferers appear to experience a sense of 
aimlessness (p< 001) and ostracism (p<.005) more frequently than do 
non sufferers.
A more comprehensive summary of the results obtained from this 
analysis is presented in Appendix D. Whilst the summary is 
descriptive only it  would appear that the navy group (which, from 
previous analyses, includes the most sufferers of PTSD) tended to 
endorse many emotions more frequently than the other groups; for 
example, feelings of being neglected and ostracized and reporting a 
sense of aimlessness. It is also interesting to note that guilt is a 
relatively rarely endorsed emotion.
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In summary, i t  would appear that PT5D sufferers do report a greater 
number of trauma related emotional experiences and do so w ith  greater 
frequency. These emotions include a sense of numbness, hopelessness, 
anger, aimlessness, ostracism and neglect.
Table: 5.6.2. Chi Square Components for Positive (vs Negative) 
Endorsement of each Emotion by the Presence or 
Absence of PT5D.
Em otion
Frequency of endorsem ent 
PTSD -ve PTSD +ve
_n=56  _n=24 Chi Square _PV.
Numb 37 (6 6 « ) 22 (9 1 « ) 5.6 0.025
Vulnerable 36 (6 7 « ) 20 (8 3 « ) 2.006 n.s.
Hopeless 30 (5 3 « ) 19 (7 9 « ) 4.64 0.05
Out of Control 30 (5 3 « ) 1 8 (7 5 « ) 3.22 n.s.
Alone 27 (4 8 « ) 1 7 (7 0 « ) 3.47 n.s.
Helpless 43 (7 6 « ) 21 (8 7 « ) 1.21 n.s.
Angry 42 (7 5 « ) 2 4 (1 0 0 « ) 7.27 0.01
Afraid 47 (8 3 « ) 22 (9 1 « ) 0.84 n.s.
Confused 46 (8 2 « ) 22 (9 1 « ) 1.18 n.s.
Emotional 48 (8 5 « ) 2 4 (1 0 0 « ) 3.81 n.s.
6uilty 1 0 (1 8 « ) 5 (2 0 « ) 0.09 n.s.
Lost 1 4 (2 5 « ) 1 0 (4 1 « ) 2.23 n.s.
Aimless 1 6 (2 6 « ) 20 (8 3 « ) 20.26 0.001
Ostracized 16 (2 8 « ) 1 5 (6 2 « ) 8.14 0 .005
Neglected 19 (3 3 « ) 16 (6 6 « ) 7.26 0.01
Terrified 37 (6 6 « ) 20 (8 3 « ) 3.4 n.s.
df = 1
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Does trauma related sensory impact o ffer any explanation fo r differing  
incidences o f PT5D.
2X2 Chi Square analyses for positive vs negative endorsement of each 
of 5 sensory modalities ( sight, sound, smell, taste and touch) by the 
presence or absence of PTSD provided no significant findings. The 
analysis suggests that the type of sensory impact produced by the 
traumatic event does not appear to be predictive of PTSD.
Do PTSD -ve and PTSD +ve respondents report differing levels o f 
trauma related stress ?
Table 5.6.3 indicates that the presently reported memory of the event 
is significantly more stressful for PTSD +ve respondents than for PTSD 
-ve respondents (t = -6.23; p< .000). Retrospective recall of stress 
levels experienced at the time of the traumatic event does not 
sta tistica lly differentiate between the two groups.
These results are further supported by Pearson r correlational analysis 
using the PTSD inventory as a continuous scale. Retrospective recall of 
stress levels experienced at the time of the event do not significantly 
correlate with scores on the PTSD inventory but, on the other hand, 
current stress levels experienced as a response to the memory of the 
traumatic event do correlate significantly w ith scores on the
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inventory (r = .86; p <.000).
Table 5.6.3: Mean Stress Levels and Standard Deviations for the 
PTSD -ve and PTSD +ve Groups and T Tests of 
Differences between Groups
n M SD L
Mean recalled stress levels 
experienced at time of event. 
PTSD -ve group 56 8.57 1.90 -0.57 .57
PTSD +ve group 24 8.80 1.83
Mean stress level for memory 
of the event now.
PTSD -ve group 56 5.17 2.8 -6.23 .00
PTSD +ve group 24 8.90 1.25
t tests conducted on mean scores on a scale of 1-10 using pooled 
variance estimate; df = 78
0 = not at all stressful 
10 = extremely stressful.
Similar findings can be reported from an examination of the two stress 
measures and the Impact of Events Scale, the Social Functioning Scale, 
and their respective subscales. These findings are summarized in Table 
5.6.4.
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Table 5.6.4: Correlational Analysis of IES and SFS Scales, and 
Reported Stress Levels.
Stress levels at 
time of event
Stress levels for 
memorv of event
Total IES scale r= 21 (ns) r= 83 (p<.000)
Avoidance subscale 
of IES
r= 22 (p<.05) r=.76 (p< .000)
Intrusion subscale 
of IES
r= 19 (ns) r=.79 (p<.000)
Total SFS scale r=,21 (ns) r=65 (p<.000)
Work functioning 
subscale of SFS
r= 18 (ns) r=.61 (p<.000)
Family functioning 
subscale of SFS
r= 02 (ns) r=.47 (p<.000)
Social functioning 
subscale of SFS
r= 22 (p<05) r= 60 (p<.000)
The highly significant correlations between stress levels for memory 
of the event and all the dependent measures raises the question of 
intercorrelations between scales and the extent to which the same 
domain is being measured. Further analysis of interscale correlations 
is presented in the final section of the results.
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Were reported stress levels different according to trauma group 
membership?
The analysis of variance presented in Table 5.6.5 indicates that for 
retrospective recall of stress levels at the time of the traumatic event 
there were significant differences in mean reported stress levels 
between trauma groups. Scheffe procedure at the . I level revealed 
that the crime (X = 9.3) and airline (X = 9.85) groups had significantly 
higher mean reported stress levels than did the earthquake group ( X = 
7.45). In addition, the airline group also had higher mean reported 
stress levels than did the naval group (X = 8.0) whereas the difference 
in mean stress levels for the crime and naval groups did not reach 
statistica l significance.
Table 5.6.5: Analysis of Variance of Mean Stress Levels at the Time 
of the Event by Trauma Group.
SOURCE SS df MS F
Between groups 74.5 3 24.8333 9.36*
Within groups 201.7 76 2.6539
Total 276.2 79
*&< .000
In summary, airline victims appear to remember suffering the highest 
levels of stress at the time of the event. Although their reported
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stress levels were not s ign ifican tly  higher than were those reported by 
v ic tim s  of crime.
When examining mean stress levels currently reported on recalling the 
traum atic  event the analysis of variance (Table 5.6.6) again revealed 
s ign ifican t differences between trauma groups. Scheffe procedure at 
the .1 level revealed that memory fo r the event was s ign ifican tly  more 
s tressfu l fo r the naval (X = 7.55) and crime (X = 7.35) groups than fo r 
the earthquake group (X = 4.6). The a irline  group (X = 5.7) did not y ie ld 
s ig n ifica n tly  d iffe ren t mean stress levels from any of the other three 
groups.
Table 5.6.6: Analysis of Variance of Current Mean Stress Levels 
fo r Memory of the Event by Trauma Group.
SOURCE SS df MS F
Between groups 1 18.3 3 39.4333 5.09*
W ithin groups 588.5 76 7.7434
Total 706.8 79
*  £><.003
In summary, memory fo r the traum atic event was more stressfu l fo r 
the naval and crime groups.
Was length o f exposure to trauma or time since the traumatic event 
predictive o f PT5D symptomatology?
Results examining the influence of tim e suggest that exposure time 
was not predictive of PTSD. Length of tim e since the traum atic event
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was found to be a significant predictor; the longer the time period 
since the traumatic event the greater the likelihood of PTSD 
symptomatology. But the effect of this factor cannot be confidently 
reported due to the influence of the naval group. This group had the 
highest incidence of PTSD and also reported by far the longest time 
period between the traumatic event and now. The naval disaster 
occurred some 27 years ago, all other groups reported much more 
recent traumatic events with only a few victims of crime reporting 
events sim ilarly remote in time to the navy group. The inclusion of the 
navy group was therefore seen to confound the analysis into the 
influence of 'time since the event' and its relationship with PTSD 
symptomatology. All other groups reported time frames which were 
too sim ilar to allow for a further analysis excluding the navy group.
In summary, there were some statistica lly significant findings linking 
'time since the event' w ith PTSD symptomatology but they cannot be 
confidently reported.
How does blame and g u ilt  influence PTSD symptomatology?
A t-tes t was performed to examine differences in mean scores on the 
continuous scale of the PTSD inventory between respondents who 
reported assigning blame for their traumatic event to another person 
and those who did not. Results of this analysis are summarised in 
Table 5.6.7.
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Table 5.6.7: Mean Scores and Standard Deviations on the PTSD
Inventory by Assignation of Blame to Others and T Tests 
of Differences.
CL M* SD_ _t
No blame assigned to another 21 25.62 9.58 -3.64 .000
Blame assigned to another 59 35.27 10.72
t test using pooled variance estimate; df = 78 
*  The higher the score the greater the PTSD symptomatology.
The results suggest that individuals who assign blame to another, for 
the traumatic event that they experienced, are more likely to be those 
individuals who exhibit high levels of PTSD symptomatology.
A sim ilar analysis was carried out when examining the effect of 
perceived "others" assignation of blame on the respondent. In short, did 
the respondent believe that the community or significant 'others' blame 
them for the event? The results are summarised in Table 5.6.8 and 
suggest that respondents who perceive that they are assigned blame for 
the event are more likely to be those who exhibit high levels of PTSD 
symptomatology.
In summary, it  would seem that assignation of blame for the event, 
whether that assignation be to others by the respondent or by others to 
the respondent, appears to be predictive of higher levels of PTSD
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symptomatology. These results need to be cautiously interpreted 
however, because the direction of causality has not been established in 
this present investigation.
Table 5.6.8: Mean Scores and Standard Deviations on the PTSD
Inventory by Assignation of Blame by Others and T Tests 
of Differences.
_n_ M* J2Ü. t j j i
No perceived blame by 60 30.67 10.66 -.30 .004
respondent
Respondent perceived 20 38.95 10.78
blame
t test using pooled variance estimate; df = 78 
*  The higher the score the greater the PTSD symptomatology.
Do respondents w ith  high levels o f  PTSD symptomatology more 
frequently report life s ty le  interference from thoughts and feelings 
associated w ith  the traumatic event?
Do they more frequently report life s ty le  change as a consequence o f  the 
traumatic event?
Point biserial correlational analysis was used to examine the 
association between lifestyle interference ( a dichotomous variable 
scored No = 1, yes = 2) and scores on the continuous scale of the PTSD 
inventory. The analysis produced a positive correlation of r = .67,
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(p<.000 ) suggesting that increased PTSD symtomatology is positively 
associated with trauma related lifestyle interference.
Similarly, point biserial correlational analysis was used to examine 
the relationship between lifestyle change (No = 1, yes = 2) since the 
traumatic event and PTSD symptomatology. A positive correlation was 
obtained (r = .63, p<.000) suggesting that high PTSD scale scores are 
associated with endorsement of post trauma lifestyle change.
in summary, both trauma related lifestyle interference and post trauma 
lifestyle change are positively related to higher levels of PTSD 
symptomatology but no assumptions can be made on the direction of 
causality.
Do positive  post trauma consequences mediate in the development o f  
PTSD symptomatology?
Point biserial correlational analysis for positive vs negative 
endorsement of this variable by scores on the PTSD inventory produced 
a correlation coefficient of r = -.18; ( p<.1). Whilst this coefficient is 
not s ta tistica lly significant it  is in the expected direction and would 
be worth further investigation with a larger sample size. It is 
particularly interesting to note that the qualitative findings associated 
with this item revealed that all respondents who reported positive 
consequences did so in terms of an increased appreciation of life.
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Did the experience o f other traumatic events either p rio r or subsequent 
to the event o f interest differentiate between PT5D *ve and -ve 
respondents?
A 4 (1 = no other trauma, 2 = prior traumatic event, 3 = subsequent 
traumatic event, 4 = traumatic event prior to and subsequent to event 
under study) by 2 (presence or absence of PT5D ) chi square analysis 
revealed no statistica lly significant findings.
Descriptively, 80% of respondents reported no other traumatic event; 
10% reported a prior traumatic experience; 6.3% reported traumatic 
events subsequent to the event surveyed; and 3.8% reported traumatic 
events both prior and subsequent to the event presently surveyed.
Did respondents o f this study see themselves as being more or less 
like ly to experience a further traumatic event in the future?
75% of respondents did not expect to experience a future traumatic 
event, 25% of respondents reported to the contrary. These expectations 
were not found to be dependent on PT5D designation.
5.7 INTERSCALE RELATIONSHIPS:
Pearson r product moment correlational analysis between scales and 
subscales is presented in Table 5.7.1. It is noted that the scales and 
subscales are strongly correlated; correlations between scales 
accounting for between 6.8% and 88% of the total variance. In
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addition, it  would appear that the Impact of Events Scale and the PTSD 
inventory do largely measure the same domain. Correlations between 
the PTSD inventory and the Social Functioning Inventory are also high 
but tend to explain less of the total variance.
Table 5.7.1: Dependent Measures: Interscale Correlations.
PTSOTOT 1 -  IES A -  IES W -  SFS F -  SFS SE-SFS SO-SFS IESTOT
1 -  IES .88 ««
A -  IES .82 * « .76 « *
W -  SFS .71 «« .57 « * .62 « *
F -  SFS .57 «« .48 «« .45 «« .53 * *
SE-SFS .32 « .26 « .30 * .27 * .26 «
SO-SFS .77 «« .67 «« .60 « * .75 «« .63 «« .36 «
IESTOT .90 « * .93 • « .94  «« .63 * « .50 «« .29 *  .67 ««
SFSTOT .81 «« .67 * * .68 ««
**COCO .73 «« .4 4 « «  . 9 4 « «  . 7 2 » «
* *  P<.000 
*  P< .05
Key to variables
Measure of subjective impact Intrusion subscale 1 -  IES
Avoidance subscale A -  IES
Impact of Events ( full scale) IESTOT
Measure of Post Traumatic Stress Disorder PTSD Inventory (fu ll scale) PTSDTOT
Measure of social functioning Work functioning subscale W - SFS
Family functioning subscale F -  SFS
Sexual functioning subscale SE-SFS
Social functioning subscale SO-SFS
Social Functioning Scale ( full scale) SFSTOT
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Analysis in this report has concentrated on the relationship between 
various trauma related predictors and independent variables such as 
demographics, blame and guilt, time e.t.c., and Post Traumatic Stress 
Disorder symptomatology using the PTSD inventory. The PTSD 
inventory has been used almost exclusively because of the high 
intercorrelations between the dependent measures ( to use the other 
scales would have resulted in unnecessary duplication) and because of 
its versatility (allowing for dichotomous analysis and continuous scale 
scores).
it  is interesting to note that scores obtained on all scales and subscales, 
w ith the exception of the single item sexual functioning subscale of the 
SFS, successfully differentiate between PTSD +ve and PTSD -ve 
respondents as diagnosed by the dichotomous PTSD measure. T tests 
between the two PTSD groups and mean scores on all scales, w ith the 
above exception, are significant at the p<.000 level and are presented in 
Table 5.7.2.
Whilst these results suggest some duplication in terms of the inventories 
used, they also support the contention that Post Traumatic Stress 
Disorder is consistently related to intrusion and avoidance 
symptomatology. In addition, social dysfunction appears to be a 
concomitant of the disorder.
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Table 5.7.2: Mean Scores and Standard Deviations for all Scales and 
Subscales by PTSD Designation and T Tests of 
Differences
n M* SD t _
intrusion 
(subscale of IES)
PTSD -ve 56 16.59 10.13 -5.75 .000
PTSD +ve 24 29.04 4.77
Avoidance 
(subscale of IES)
PTSD -ve 56 12.30 10.56 -5.04 .000
PTSD +ve 24 25.21 10.36
Total IES scale
PTSD -ve 56 28.9 18.98 -5.84 .000
PTSD +ve 24 54.25 14.52
Work functioning 
(subscale of SFS)
PTSD -ve 56 1.64 1.88 -3.92 .000
PTSD +ve 24 3.38 1.64
Family functioning 
(subscale of SFS)
PTSD -ve 56 .80 1.03 _4.36 .000
PTSD +ve 24 1.96 1.2
Sexual functioning 
(subscale of SFS)
PTSD -ve 56 .29 .46 -.42 .68
PTSD +ve 24 .33 .48
Social functioning 
(subscale of SFS)
PTSD -ve 56 3.05 2.95 -6.49 .000
PTSD +ve 24 7.25 1.73
Total SFS Scale
PTSD -ve 56 6.59 6.1 -5.77 .000
PTSD +ve 24 14.54 4.4
t tests using pooled variance; df = 78 
*  The higher the score the greater the dysfunction.
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5.8 SUMMARY OF RESULTS:
The experience of a traumatic event Is not necessarily predictive of the 
development of subsequent Post Traumatic Stress Disorder (PTSD).
The results from this survey into PTSD across trauma groups suggest 
that there are differences in PTSD incidence between the traumatic 
groups surveyed. However, differences in PTSD incidence can be better 
accounted for by assessing the presence or absence of three predictor 
variables in the individual's trauma related experience. These 
predictors were the experience of extended physical stress, the 
experience of bereavement and the perceived experience of a shattering 
of the individual's assumptive world. The presence or absence of these 
predictors additively provided a good predictive tool for assessing 
PTSD incidence.
Demographic variables did not predict PTSD incidence but where PTSD 
was diagnosed some sex differences were apparent. Males appear to 
suffer more from social dysfunction than do females.
In terms of emotional experiences respondents with higher levels of 
PTSD symptomatology were more likely to endorse emotions such as 
aimlessness and ostracism. It is interesting to note that guilt was a 
rarely endorsed emotion.
Retrospective recall of stress levels experienced at the time of the 
traumatic event were not significantly different for respondents with 
or without PTSD. However, stress levels now evoked by the memory of
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the event were significantly higher for the PT5D sufferers. These 
stress levels correlated highly with all the important dependent 
measures of PT5D and its social implications.
Length of time of exposure to the traumatic event did not predict PTSD. 
Time past since the event was predictive but could not be reported 
confidently due to some confounding introduced by the inclusion of the 
naval group with its high incidence of PTSD and its unique temporal 
distance from the event.
The relationship between blame and PTSD incidence appeared to 
suggest that this variable may have some influence in terms of blame 
allocation either to others by the respondent or by others to the 
respondent. Caution is suggested in interpreting these results as the 
direction of causality is a concern.
Trauma related lifestyle interference and post trauma lifestyle change 
were found to be positively related to PTSD symptomatology with the 
usual cautionary proviso in terms of direction of causality.
Interscale correlations were found to be high and it  is suggested that 
the measures, most especially the Impact of Events Scale and the PTSD 
Inventory, do largely measure the same domain. All scales appear to 
differentiate sim ilarly for PTSD symptomatolgy.
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CHAPTER 6
DISCUSSION
6.1 THE FINDINGS ACCORDING TO THE HYPOTHESES:
The findings from this study lend some partial support for the classic 
stress paradigm; some limited additivity was established. However, it  
lends much stronger support for the psychological-clinical paradigm
which asserts th a t"....stressors have lit t le  existence outside of human
experience and life  histories, their etiological role in disease is a 
function of the subjective meaning they have for individuals ” (Breslau 
& Davis, 1987, p. 260). The three factors which were isolated as 
being predictive of PT5D all have demonstrable cognitive components.
(1) Extended physical stress, a variable which has had very strong 
support in the literature as a consistent and objectively measureable 
predictor of PT5D, ( Davidson et a!., 1990; Speed et a!., 1989; Sutker, 
1990) would, at least superficially, appear to represent a purely 
physical consequence of trauma. However, It is suggested that there is 
strong evidence to support an argument which maintains that perceived 
threat to life  is a more powerful predictor of post trauma morbidity 
than actual threat to life  ( Creamer et al., 1989; Sales et al., 1984). 
This author contends that the experience of extended physical stress is 
highly likely to bring w ith it, as a cognitive accompaniment, a 
perceived threat to the individual’s physical integrity - a perceived 
threat to life. It is further contended therefore, that this factor's
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noxiousness is tied to its  associated cognitions rather than to the 
physical experience alone.
(2) The cognitive impact of bereavement, both trauma related and 
ordinary bereavement, has been recently described by Caplan (1990). In 
his article on Loss, Stress and Mental Health, Caplan suggests that 
significant cognitive changes accompany the distressed emotional
arousal of bereavement. These cognitive changes ”.....take the form of
a characteristic erosion of the stressed individual’s customary 
cognitive and other problem-solving capacities, particularly his w ill to 
persevere with his adaptive efforts. The magnitude of this change 
appears to be related to the intensity and duration of emotional 
arousal” (p. 34). Trauma related bereavement would appear to impact 
on cognitions to an even greater degree by virtue of the fact that it 
tends to be both untimely and unexpected (Raphael, 1986). It also 
brings w ith it  levels of uncertainty, for example, given a known event, 
whether a loved one has been killed or not in that event, how the loved 
one died, if  in fact the loved one was truly killed given the often 
'mutilated beyond recognition’ remains. In addition, such events can 
often incorporate attributions of blame for the death of a loved one and 
a perceived requirement for ’appropriate’ and public bereavement 
behaviour. Whilst this report does not suggest that cognitive changes 
are the only important factors linking bereavement to PT5D incidence 
it does argue that cognitions are inextricably associated with the 
emotional impact of bereavement and are therefore likely to play some 
part in the development of the disorder. The sorts of cognitions 
which may be important as determinants of PT5D symptomatology are 
those associated with the belief that ’such an event w ill not happen to 
me1; that ’life  and the world we live in is essentially meaningful and
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rational' (Raphael, 1986). Such cognitions have obvious implications 
for the third important predictor isolated by this present study and 
posited as being a significant differentiating factor in the development 
of PTSD.
(3) Shattering of the individual's ‘assumptive world’ does not need 
justification in terms of a cognitive interpretation of its influence on 
PTSD incidence; clearly it  is a cognitive construct. As has been 
described by Janoff-Bulman (1985), human beings are normally aware 
that extremely unpleasant events can occur to people but they tend to 
maintain an'illusion of individual invulnerability'. This basic 
assumption is im plicit rather than explicit and is relatively 
inaccessible to introspection until an event occurs which forces the 
individual to recognize, objectify and examine his/her basic 
assumption. According to Janoff-Bulman this type of cognitive 
construct is entirely consistent w ith Bowlby's 'world models', Marris' 
'structure of meaning’, and Kuhn’s paradigm in the philosophy of 
science. When the old assumptive world is shattered a psychological 
upheaval follows for the individual, the upheaval is not dissimilar to 
that described by Kuhn in his discussion of the crisis in science which 
follows the disproving of a previously accepted paradigm.
The results from this study suggest that positive endorsement of this 
predictor increases the likelihood of PTSD symptomatology. This does 
not explain individual differences in positive endorsement of this 
predictor within trauma groups. Why were some individual's 
assumptive world's shattered whilst others were not despite 
experiencing the same event? Consistent w ith Janoff-Bulman’s 
account, this researcher suggests that the shattering of the
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assumptive world Is Inextricably associated with cognitions relating 
to personal invulnerability and the need for a meaningful world. An 
assault on these particular cognitions has been described in terms of 
the experience of prolonged physical stress and bereavement and there 
was considerable within trauma variation in terms of individual 
exposure to these experiences.
it is interesting to note that the qualitative data supplied by many 
respondents revealed a very clear understanding of what was meant by 
this factor and it was apparent that almost all respondents, whether 
they positively endorsed the factor or not, identified with its  intent. 
The factor seemed to have a face validity for almost all respondents.
On the basis of the findings reported from this study it  is argued that a 
serious assault on cognition beliefs (which focus on an assumption of 
the right to a normal life  span for oneself and ones loved ones in a 
world that is logical, just, and reasonably predictable) is a determining 
factor in the subsequent development of PTSD. Such an argument does 
not presuppose the necessity for an 'extreme' stressor. This assertion 
is not an original one and is highly consistent w ith the views of many 
researchers in this field including Breslau & Davis (1987b), Caplan 
(1990), Cohen (1986), Coyne & Lazarus (1980), Creamer, et al (1989), 
Green et al (1985), Janoff-Bulman (1985), McCafferty et al (1990), and 
Wilson et al (1985). It is also consistent w ith reports that suggest 
PTSD-like symptomatology in patients with terminal diseases such as 
cancer (Weisman & Worden, 1977), and AIDS (Raphael, 1986). What is 
important and original about these results is that they emanate from 
an 'across trauma' study of quite disparate traumatic events.
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The argument for a strong cognitive determinant of PT5D 
symptomatology goes some way to explaining the evidence which 
suggests that some more 'ordinary’ events can produce similar 
symptomatology (Breslau & Davis, 1987b; Everly, 1990; Solomon & 
Canino, 1990). in a review of stress related disorders, Everly (1990) 
reports a prevailing opinion that the cognitive appraisal of a given 
event plays the primary deterministic role in the etiology of 
pathogenic stress arousal. Further, it  is suggested that the event does 
not have to be a dramatic one to set up the kinds of cognitions which 
may predispose to PT5D symptomatology. Thus it  is clear that there is 
a strong body of recent opinion which supports the suggestion that 
retention of criterion 'A' (the requirement for an ’extreme' stressor) 
may seriously lim it the identification of the disorder in individual's 
unexposed to an objectively identifiable 'extreme stressor’. The 
results from this present study provide added support for the view that 
it  is the cognitive impact of an event rather than the magnitude of the 
event which is predictive of PTSD.
It should be noted that this report does not suggest that the specific 
cognitions, highlighted by the findings of this particular investigation, 
are the only cognitions which may be influential in the development of 
PTSD. Caplan (1990) discusses the cognitive dimension of 'competence' 
and Pearlin et al (1981), similarly, cites mastery and self esteem as 
being important determinants of stress related mental health status, 
in addition, Foa et al (1989) argue that cognitions associated with 
uncontrollability and unpredictability are also important determining 
factors in the development of PTSD.
It is interesting to note that the degree of controllability by 'man', in
the traumatic events surveyed, did not emerge as a significant 
predictor of PT5D. The importance of this factor has been well 
established in the literature ( Davis & Friedman, 1985; Figley, 1985a 
& b; Green et al., 1985) but when entered into the log linear analysis 
'man made versus natural disaster' did not significantly increase the 
predictive power of the equation. It seems likely that this factor has 
sim ilar cognitive components to the other three factors which did 
explain a large proportion of the variance; thus its impact was 
subsumed by them.
Another factor which has been strongly supported in the literature but 
did not emerge in this present investigation is 'displacement'. It is 
suggested that the selection of traumatic events may have biased the 
sample against this factor. Only one event, ‘the Newcastle earthquake', 
resulted in any significant displacement for respondents and even in 
this group increases in community cohesion, in the wake of the 
earthquake, may well have had a mediating effect. Some victims of 
crime and naval respondents did endorse this factor but their numbers 
were small. It should be noted here that the earthquake victims were 
surveyed only a year subsequent to the event and PTSD symptomatology 
may not necessarily have manifested itse lf to date.
It can be argued that this study may have been compromised by its 
attempt to incorporate quite objective factors such as bereavement, 
litigation, and so on, w ith subjective factors such as perceived 
shattering of the assumptive world and even the individual’s perception 
of a passive versus active role in the traumatic event. In addition, 
some factors were ambiguous in their implications for PT5D incidence, 
for example peripherality versus centrality; finally, sample sizes were
small. However, given the size of the obtained effects it  is argued that 
the findings have not been confounded by the amalgamation nor have 
they been severely limited by the small sample size. Importantly, the 
findings indicate that subjective factors such as 'the shattering of an 
individual's assumptive world' cannot be excluded from any analysis of 
trauma related predictors of morbidity on the grounds of their lack of 
scientific rigour or d ifficu lty  of measurement in a survey instrument.
It may be easier to exclude such factors ( Breslau & Davis, 1987b) but 
this researcher contends that it  is not valid to do so. Similarly, 
Creamer at al (1989), conclude th a t" it is clear from the research that 
identification of the 'high exposure' group simply on the basis of 
objective experience is likely to result in a number of 'at risk' 
individuals being overlooked. Mental health workers in disaster 
response need to pay special attention to the individual's subjective 
experience of the trauma" (p. 95).
In summary, the results from this study indicate that, regardless of 
the traumatic event or the magnitude of the stressor, an individual's 
vulnerability to PT5D w ill depend, at least in part, on cognitions 
associated with the meaningfulness of the world and the right to life. 
The experiences of perceived life  threat, bereavement, and a shattering 
of assumptive world, all assault this cognitive belief and vulnerability 
w ill increase additively as a function of the number of these 
experiences. The findings have obvious implications for the 
operationalization of the stressor: that events which incorporate 
these cognitive factors for the individual constitute the type of 
stressor which w ill be most likely to produce post trauma 
consequences in the form of PT5D.
Practical and clinical implications are significant in terms of the 
provision of guidelines to identify individuals at risk immediately post 
trauma. Preventative intervention programs can then be directed to 
where they are most needed. In addition, a clinician may be able to use 
these same guidelines to confirm or identify a PT5D sufferer in 
clinical practice. An assessment of the stressor criterion for 
diagnosis could include, not only an appraisal of the magnitude of the 
event but also of the degree of cognitive impact of the event. Such as 
assessment would need to focus on the individual's attitudes, values 
and attributions prior to, during, and subsequent to the event. 
Therapeutic intervention techniques should include cognitive 
restructuring where maladaptive cognitions have been set up by the 
individual's experience. In addition, cognitive therapeutic strategies 
directed at the reestablishment of a sense of control over the 
environment and a revised set of realistic assumptions would appear to 
be useful adjuncts to the more standard therapeutic strategies of 
reexperiencing and desensitization, arousal control and stress 
management, and education and reassurance.
6.2 ADDITIONAL FINDINGS OF INTEREST:
The main findings of this study are supplemented by several other 
interesting results which provide some insight into aspects of social 
functioning, emotional responsiveness, stress levels, attribution of 
blame, and lifestyle change for individuals with and without symptoms 
of PT5D.
The finding that men who suffer from the disorder are more likely to
experience concomitant social dysfunction than sim ilarly diagnosed 
women may be a spurious one and as such needs further investigation. 
The results may merely reflect measurement and gender roles rather 
than gender specific differences associated with PTSD. The inventory 
used to measure social functioning was developed for use in a male 
dominated m ilitary population. It may therefore incorporate some 
subtle discrimination towards male oriented social dysfunction. 
Similarly, it  is possible that women were underrepresented both in 
terms of absolute numbers and in terms of the range of responses 
available to them. Table 5.3.1 indicates that there were 33 women in 
the total sample and also that 12 respondents endorsed ’home duties' as 
their occupational status. Whilst this factor was not specifically 
tested it  is likely that most of those employed in home duties were 
women some of whom may have been PTSD sufferers. The social 
functioning scale with its work functioning subscale may therefore 
have been limited in its applicability to those women. Table 5.6.1. 
lends some support to a gender role explanation with work functioning 
and social functioning producing highly significant statistical 
differences based on gender; by comparison, gender differences in 
family functioning only just reached statistical significance at the .05 
level.
In terms of emotional responsiveness, PTSD sufferers were 
particularly aware of feelings of ostracism and aimlessness. The 
increased sense of ostracism may well be an artifact of the groups 
surveyed. The naval group have been shown to have issues sim ilar to 
those of Vietnam veterans in terms of a sense of scapegoating and 
public distancing (Burgess Watson, 1987; Ewalt & Crawford, 1981). 
Similarly, victims of crime often feel alone in their distress (Davis &
Friedman, 1985). These two groups exhibited significantly higher 
levels of PT5D than did the other two groups. Whilst the direction of 
causality cannot be assumed it is significant that for some PTSD 
sufferers there is an associated sense of ostracism; a separateness 
from the community at large. Other differentiating emotions such as 
anger, hopelessness and numbness are all responses consistent with 
the diagnostic criteria for the disorder.
Of particular interest is the negative differentiating power of a sense 
of guilt. Guilt has often been posited as an additional symptom of the 
disorder which should be incorporated in the diagnostic criteria rather 
than listed, as is presently the case, as an associated feature of the 
disorder (Ewalt & Crawford, 1981; Heizer et a l, 1987). The findings 
from this present study do not support this view and are consistent 
w ith those reported by McFarlane (1986). However, it  is acknowledged 
that, as has been suggested in the literature (Brett, Spitzer &
Williams, 1988; Solomon, 1989, Solomon & Canino 1990), there may 
be sub categories of PTSD where such an inclusion is entirely 
appropriate.
Though guilt did not differentiate between sufferers of PTSD and non 
sufferers, blame did have some effect. Whilst demonstrating no 
significant feelings of guilt, sufferers from the disorder did tend to 
blame others and/or perceive that others blamed them for the event. 
Further studies directed at ascertaining the direction of causality may 
provide some useful findings. There are obvious clinical implications 
for treatment if it  can be established that attribution of blame is an 
important consequence or, alternatively, predictor of PTSD 
symptomatology.
The results pertaining to stress levels induced by the current memory 
of the event strongly suggest that a simple rating scale could be used 
by clinicians as a preliminary procedure in the assessment of PT5D.
The rating scale correlated so strongly with all the dependent 
measures of PTSD that its use as a simple clinical tool is encouraged. 
Most significantly the results suggest that recalled stress levels at 
the time of the traumatic event do not predict subsequent PTSD ( as 
shown in table 5.6.3), nor are they significantly related to current 
stress levels for the memory of the event. By way of example, the 
airiine group recalled the highest levels of stress at the time of the 
event but current memory for the event evoked lower stress levels than 
were reported by the crime and naval groups. The earthquake group had 
recalled stress levels not dissimilar to the other groups but current 
memory for the event evoked significantly lower stress levels than for 
the other groups. In summary, it  would appear from these results that 
the sheer impact of the event, in terms of the overall recalled stress 
levels experienced by its victims, does not explain subsequent PTSD 
incidence. Once again this supports the assertion that the sheer 
magnitude of an event is not necessarily a good predictor of subsequent 
PTSD incidence.
Whilst lifestyle change and lifestyle interference were significantly 
and positively associated with PTSD incidence there is, again, the 
question of direction of causality. A particularly interesting but non 
significant finding was the suggestion that post trauma positive 
consequences may mediate in the development of PTSD. If i t  could be 
demonstrated that positive consequences can follow a disaster and 
that, in addition, they are primarily due to cognitions associated with,
fo r example, 'a renewed commitment to life  and relationships'
(Raphael, 1986) then obvious c lin ica l im plications would ensue. The 
resu lts  from th is  study do not provide s ta tis tic a l support fo r th is  
suggestion but the d irection of the corre lational analysis was 
encouraging and the qua lita tive  inform ation supplied by respondents all 
reported positive consequences in cognitive terms as the enhanced 
value of life .
6.3 CONCLUDING REMARKS:
The findings from th is  'across trauma' study do provide some answers 
to the questions posed by the lite ra tu re  review. The types of 
experiences that appear to qua lify fo r the A c rite rion  of the PTSD 
diagnosis are those which threaten an individuals cognitive belie f in a 
meaningful and ju s t world; those that assault the individual's be lie f in 
a righ t to a normal life  span both fo r themselves and fo r the ir loved 
ones. This would appear to be a generic component which held up 
across diverse traum atic events. But the findings stop short at 
'traum atic events' and can make no inference to ordinary events. This 
author strongly supports Breslau and Davis (1987b) and McFarlane 
(1985) in the ir ca ll fo r em pirical comparisons of the e ffec ts  of 
extraordinary versus ordinary stressors and the im plications fo r PTSD 
incidence. It is s ign ifican t that Coyne and Lazarus' review of the 
general stress lite ra tu re  concludes w ith  a statement en tire ly  
consistent w ith  the findings from th is  more specific  study of post 
traum atic stress disorder "How people appraise the ir ongoing 
commerce w ith  the environment and how the ir coping selects and 
transform s the environment must be recognized as im portant to the
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understanding of stress and coping" ( 1980, p. 158).
It is timely, in conclusion, to acknowledge the multifactorial nature of 
PT5D and the complexity of the "....etiological web of biological, 
psychological and social phenomena" described by McFarlane (1988, p. 
39). Whilst this investigation has concentrated on trauma related 
predictors of the disorder it  does not deny the likely significance of 
pre trauma factors and post trauma experiences. However, it  is 
suggested that, given the consensus that cognitions play an important 
etiological role in the development of the disorder, further studies 
would be well served to focus on the cognitive aspects of an 
individual’s pre trauma environment rather than on pre trauma 
psychopathology. The mediational influence of post trauma social 
support has been well established but there is a need for prospective 
studies focusing on an evaluation of post trauma cognitive therapeutic 
intervention. Such studies could prove to be invaluable in providing 
clinicians and researchers with a greater understanding of the role of 
cognitions in the etiology and development of the disorder.
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APPENDIX A
DIAGNOSTIC CRITERIA FOR POST TRAUMATIC STRESS DISORDER
Diagnostic Criteria tor Post Traumatic Stress Disorder (DSM III R)
A The person has experienced an event that is outside the range of 
usual human experience and that would be markedly distressing to 
almost anyone, e g , serious threat to one s life  or physical 
integrity; threat or harm to one’s children, spouse, or other close 
relatives and friends; sudden destruction of one’s home or 
community; or seeing another person who has recently been, or is 
being, seriously injured or killed as the result of an accident or 
physical violence.
6 The traumatic event is persistently re experienced in at least one 
of the following ways:
(1) recurrent and intrusive distressing recollections of the 
event (in young children, repetitive play in which themes or 
aspects of the trauma are expressed)
(2) recurrent distressing dreams of the event
(3) sudden acting or feeling as if  the traumatic event were 
recurring (includes a sense of reliving the experience, 
illusions, hallucinations, and dissociative [flashback] 
episodes, even those that occur upon awakening or when 
intoxicated)
(4) intense psychological distress at exposure to events that 
symbolize or resemble an aspect of the traumatic event, 
including anniversaries of the trauma
C. Persistent avoidance of stimuli associated with the trauma or
numbing of general responsiveness (not present before the trauma), 
as indicated by at least three of the following:
(0  efforts to avoid thoughts or feelings associated w ith the 
trauma
(2) efforts to avoid activities or situations that arouse 
recollections of the trauma
(3) inability to recall an important aspect of the trauma 
(psychogenic amnesia)
(4) markedly diminished interest in significant activ ities (in 
children, loss of recently acquired developmental sk ills  such 
as to ile t training or language skills)
(5) feelings of detachment or estrangement from others
(6) restricted range of affect, e g., unable to have loving 
feelings
(7) sense of a foreshortened future, e g., does not expect to have 
a career, marriage, or children, or a long life
D Persistent symptoms of increased arousal (not present before the 
trauma), as indicated by at least two of the following:
(1) d ifficu lty  falling or staying asleep
(2) irr ita b ility  or outbursts of anger
(3) d ifficu lty  in concentrating
(4) hypervigilance
(5) exaggerated startle response
(6) physiologic reactivity upon exposure to events that 
symbolize or resemble an aspect of the traumatic event (eg., 
a woman who was raped in an elevator breaks out in a sweat 
when entering any elevator)
E. Duration of the disturbance (symptoms ln B,C, and D) of at least one 
month.
APPENDIX B
SURVEY INSTRUMENT
The Australian National University
GPO Box 4, Canberra, ACT 2601 
Telephone 062-49 5” i 
Telex AA62760 NATUNI
Fax 062-49 5571
I am a practising psychologist and I am undertaking some important 
research as part of post graduate studies at the Australian National 
University. My present job requires me to assist people who have gone 
through a traumatic event. I have consequently become very aware that 
there is a need for research in this sensitive area and I am therefore 
conducting this survey.
You have received this questionnaire because I understand you have 
experienced a particularly traumatic event during your life time, namely
A traumatic event can be defined as an event which is outside the range 
of usual human experience. I believe that your ex p e r ie n c e  fits that 
definition.
Sometimes people who are faced with such events need help to deal with 
the various emotional consequences of their experience. This may or may 
not be true for you but I believe it is vitally important that those 
people who do need assistance get that assistance promptly and 
appropriately.
To achieve this it is essential that we find some answers to some 
important research questions. I am asking for your help because you 
have first hand knowledge of what it is like to go through such an 
event. I believe that you can make an important contribution towards 
our understanding of the emotional consequences. I am conscious that 
completion of this questionnaire may be painful for you. Please assist 
me if you can but do not do so if you feel uncomfortable about it. If 
you start the questionnaire and it upsets you do not feel obliged to 
carry on. However, those people who do feel uncomfortable are probably 
the people who can offer me the most amount of help so please fill out 
the questionnaire if you possibly can.
Return the questionnaire whether completed or otherwise in the stamped 
addressed envelope provided. Your prompt response would be most 
appreciated. Please answer every question and note that NO PERSONAL 
IDENTIFICATION IS REQUIRED SO YOU CAN BE ASSURED THAT YOUR PARTICULAR 
RESPONSE WILL BE ANONYMOUS. Should you have any questions or 
difficulties with the questionnaire I would be most happy to discuss 
them with you and I can be contacted on (062) 472590 every Tuesday and 
Wednesday, you may wish to leave your phone number and I can return your 
call so you are not put to any STD expense.
I thank you most sincerely for your cooperation.
Jane Hodge
2(b) EXTENDED PHYSICAL STRESS
Was your body exposed to extreme adversity eg heat, cold, pain? 
NO:__________ YES:__________
If YES briefly describe the adverse bodily experience. Please 
include in your description the appropriate length of time that 
you were exposed to this adversity
(c) DISPLACEMENT
Did the traumatic event mean that you had to move out of your home 
or away from the area where you lived?
NO:__________  YES:__________
If YES describe the circumstances, for example, was your move 
permanent or only temporary?
(d) LOSS OF COMMUNALITY
Was the whole fabric of the community in which you lived or worked 
destroyed by the traumatic event? By community I do not 
necessarily mean a town or city, it may mean a ship's company 
depending on the traumatic event relevant to you.
NO:__________  YES:__________
If YES briefly describe in what way this occurred, for example did 
the community never return to its pre trauma existence?
3(e) LITIGATIION
Did the traumatic event result in your being involved in a legal 
battle for justice or compensation?
NO:__________ YES:_________
If yes briefly describe the circumstances of your legal battle. 
For example, are you still fighting this battle, how long did the 
legal proceedings take, did you obtain legal satisfaction?
(f) BEREAVEMENT
Did the traumatic event result in the death of any close friends 
or relatives?
NO:__________ YES:__________
If YES briefly tell me the relationship you had to this person or 
these people and in what circumstances did they die
(g) WITNESSING OF DEATH OR SERIOUS INJURY
Did you witness the death or serious injury of anyone?
NO:__________ YES:__________
If YES please briefly describe what you witnessed and whether you 
knew or were related to the person or people who were hurt or 
killed.
4(h) SHATTERING OF ASSUMPTIVE WORLD
Did the traumatic event seem so irrational or incomprehensible 
that life and the world in general seemed to no longer have any 
order or meaning?
NO:__________ YES:__________
If YES briefly describe why the event made you feel this way, do 
you 3till feel this way?
(i) MAN MADE TRAUMA or (j) NATURAL DISASTER
MAN MADE__________
or
NATURAL___________
or
BOTH
Please briefly explain the characteristics of the event which have 
determined your response to this particular aspect
5(J ) CENTRALITY or (1) PERIPHERALLY
Some traumatic events directly affect almost everyone around e.g. 
a cyclone. Such events are described as being CENTRAL. Other 
traumatic events only directly affect one individual e.g. rape. 
Such events are described as PERIPHERAL. Obviously, in peripheral 
events other people may be indirectly affected e.g. the family of 
the rape victim but for the purposes of this aspect please respond 
in terms of whether many people were directly affected or whether 
only you were directly affected. Was your traumatic event
CENTRAL___________
or
PERIPHERAL
Please briefly explain your response to this aspect
(K) ACTIVE ROLE or (n) PASSIVE ROLE
During a traumatic event people are sometimes able to help 
themselves and/or others- they can therefore take an ACTIVE ROLE. 
Sometimes it is impossible to help oneself or others - a PASSIVE 
ROLE is taken. During your particular traumatic event did you 
take an
ACTIVE ROLE_______
or
PASSIVE ROLE
Briefly describe how you helped or why you could'nt help
SECTION B
Now, please complete the following questionnaire by placing a tick 
where appropriate or describing briefly when requested.
1 . Present Age ______yrs
2. Sex Male_______
Female_____
3. Current Marital Status
Single Married
Never married______ Married o n c e ______
Divorced ______ More than once______
Separated ______ De Facto ______
Widowed
4. Please list the number of years of schooling (primary, 
high school, and tertiary) that you have completed.
_______yrs in total
5. Highest diploma or degree completed
Intermediate certificate or equivalent
Leaving Certificate or HSC
College Diploma
Trade Certificate
Bachelor's Degree
Master's Degree
Doctorate
Other (Specify) ____________________________
6. What is your profession or occupation?
e.g. Manual worker, accountant, housewife etc.
7. Do you have a religious affiliation?
NO__________
YES_________
If YES specify______________________
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8. What arc your ethnic origins? (tick v one only as
indicating the origins you believe to be primary)
Australian _______
British __________
Southern European ______
Asian __________
Middle European _________
Northern European __________
Aboriginal ________
Other (Specify) __________
.9. Please indicate by f  in the appropriate column which
of the following emotions described your feelings during the 
traumatic event, and immediately after it. Please also tick to 
describe your feelings towards the event as they are now. You may 
make as many ticks as you feel are relevant.
Du ring
a . NUMB
Immediately
After Now
b. VULNERABLE
C. HOPELESS
d. OUT OF CONTROL
e. ALONE
f. HELPLESS
g . ANGRY
h. AFRAID
i. CONFUSED
j . EMOTIONAL
k. GUILTY
1. LOST
m. AIMLESS
n. OSTRACIZED
o. NEGLECTED
p. TERRIFIED
810. Did the event have a strong impact on your senses when
it happened? If it did please tick the sense or senses which
were affected by the event and briefly give details for each one 
that you have ticked.
a. SIGHT______
Give brief details
b. SOUND
Give brief details
c . SMELL
Give brief details
d. TASTE
Give brief details
e . TOUCH
Give brief details
11. On the scale provided below, please rate your own
perception of how stressful the experience was for you at the 
time. Place a on the scale in the position from 1 to 10 which 
best reflects this perception.
Not at all Moderately
stressful stressful
Extremely
stressful
1 2 3 4 5 6 7 8 9  10
912. Similarly, rate your perception of how stressful the memory of the 
experience is for you now.
Not at all Moderately Extremely
stressful stressful stressful
1 2 3 4 5 6 7 8 9  10
13. Approximately how long were you actually exposed to the event or 
situation. Please indicate one category of time only.
__________Minutes
__________Hours
__________Days
__________Weeks
__________Months
14. Do you blame anyone for the event or situation which happened?
NO:__________ YES:__________
If yes please allocate the percent of responsibility between 
yourself, some other person or group, and chance, making sure this 
allocation adds up to 100%
__________% yourself
__________% some other person or group
__________% chance
15. Do you think anyone blames you for the event or situation which 
happened?
NO:__________ YES:__________
If yes please briefly describe why you think you are blamed.
16. Do your thoughts and feelings about the event or situation 
interfere with your life?
NO: YES:__________
in
17. Do you feel there have been positive consequences for you arising 
from the traumatic event or situation?
NO:__________ YES:__________
If yes, briefly describe_______________________________________
18. Has your life style changed significantly because of the event or 
situation?
NO:__________ YES:__________
If yes briefly describe________________________________________
19. In what year did the event or situation occur?
19___
20. Do you think it is likely that you will experience such an event 
or situation again?
NO:__________ YES:_________
21. Have you experienced a traumatic event (i.e. outside the range of 
normal human experience) prior to or subsequent to the event you 
have just described?
NO__________
PRIOR TO__________
SUBSEQUENT TO__________
BOTH PRIOR AND SUBSEQUENT__________
QUESTION 21 CONTINUES NEXT PAGE
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If you have experienced a previous or subsequent event or 
situation please briefly describe this event/s. Please note that 
you are not being asked for the same amount of detail as for the 
event or situation which has been the focus of this questionnaire.
If you have described events or situations in response to this 
question (21) please indicate in which year it/they occurred.
PLEASE TURN TO SECTION C (NEXT PAGE)
19______________________________________________________
12
SECTION C
Please complete the following check lists (questions 22,23, and 24) .
You may notice some repetition in this section and I ask you to bear 
with me and complete each check list even though you may feel you are 
being asked to repeat yourself.
22. Below is a list of comments made by people after they have
experienced a particularly traumatic event or situation. With 
reference to the experience you have described in response to 
section A of this questionnaire, please check each item, 
indicating with a tick S  how frequently these comments were true 
for you DURING THE PAST SEVEN DAYS. If they did not occur during 
that time, please mark the 'not at all' column.
Not at Some-
all Rarely times Often
a . I thought about it when I 
didn't mean to.
b. I avoided letting myself 
get upset when I thought 
about it or was reminded 
of it.
c. I tried to remove it from 
memory.
d. I had trouble falling 
asleep or staying asleep, 
because of pictures or 
thoughts about it that 
came into my mind.
e. I had waves of strong 
feelings about it.
f. I had dreams about it.
g. I stayed away from 
reminders of it.
h. I felt as if it hadn't 
happened or it wasn't real.
i. I tried not to talk about 
it.
j. Pictures about it popped 
into my mind.
k. Other things kept making me 
think about it.
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23. Below you will find another series of statements describing 
feelings and difficulties which people have reported after 
experiencing a traumatic event. Please indicate, as before, the 
extent to which each statement matches your feeling IN THE PAST 
MONTH.
Not at Some- Often
all Rarely times
a. You have recurrent scenes 
or thoughts about the 
event.
b. You have recurrent dreams 
and nightmares about the 
event.
c. Sometimes when things 
remind you of the event 
you feel or act as if you 
are re-experiencing it.
d. You have less interest in 
activities which were once 
important to you (e.g.) 
work, family life, 
hobbies, friends.
e. You feel detached or 
estranged from others
f. You get more upset or angry 
about things than you used 
to.
g. You are over-alert or 
oversensitive to noises.
h. You have sleep difficulties 
(hard to fall asleep, in­
somnia, awaken in the middle 
of the night, 3leep too 
much, don't sleep enough).
i. You have difficulty 
remembering or 
concentrating.
j. You feel guilty about 
surviving while others 
died.
k. You avoid activities which 
recall the event.
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l. Sleep disturbances or over­
sensitivity to noise become 
more severe when you see or 
hear things which recall 
the event.
m. You feel guilty about your 
behaviour during the event.
Not at Some- Often
all Rarely times
PLEASE TURN TO NEXT PAGE
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24. Following is a series of statements describing changes which
happen to people during their lives. Please indicate next to each 
statement whether it does or does not describe changes in your 
life since the event you have described.
If the statement is true or generally true for you, circle the
letter T (true). If the statement is not true or generally 
not true, circle the letter F (false). Remember, the 
questions relate to the period SINCE YOU EXPERIENCED THE 
EVENT DESCRIBED IN SECTION A.
a. Since the event I have had occasional 
difficulties at work which I didn't have
before. T / F
b. Since the event I have been sicker and it
interferes with my work. T / F
c. Since the event I have been absent from
work more frequently than before. T / F
d. Since the event I have spent less time
with the family. T / F
e. Since the event I have had problems with 
my colleagues at work which did not occur
previously. T / F
f. Since the event I talk with members of my
family less than I used to. T / F
g. Since the event I have been more dependent
on others. T / F
h. Since the event I have had problems with
family members which I didn't have before. T / F
i. Since the event I have been less interested
in work.• ' T / F
j. Since the event I have spent less time with
friends. T / F
k. Since the event I have quarrelled more with
people. T / F
l. Since the event I have found it hard to
discuss the event with people. T / F
m. Since the event my sexual functioning has
declined. T / F
n. Since the event I have had less desire to 
meet with people. T / F
o. Since the event people annoy me more easily. T / F
p. Since the event I have been more worried
about work matters. T / F
q. Since the event I have felt uneasy while
other people were around. T / F
r. Since the event I have left all decisions to
other people. T / F
s. Since the event I no longer rely on other
people. T / F
t. Since the event I have felt that people don't
understand me. T / F
u. Since the event I have gone to doctors more
often than before. T / F
v. Since the event it is hard for me to talk
about things that trouble me. T / F
You have now completed all questions on this questionnaire and I thank 
you again for your much appreciated cooperation.
If I have not covered any aspects of your experience which you believe 
to be important please describe these aspects or issues in the space 
provided below.
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APPENDIX C
UNMODIFIED PT SD AND 5F5 INVENTORIES
PTSD Inventory
Below you will find a scries of sUleaents describing feelings and difficulties which people 
experience. Please indicate whether the stateaent aatches your feeling in the past aonth. If you 
do not understand how to coaplete the questionnaire, do not hesitate to ask those in charge.
Have you felt this way 
during the past aonth?
1. You have recurrent scenes or thoughts about the war Yes/No
2. You have recurrent dreaas and nightaares about the war Yes/No
3. Soaetiaes when things reaind you of the war you feel or act as if
re-experiencing battles you fought in Yes/No
4. You have less interest in activities which were once iaportanl to
you (e.g.: work, faaily life, friends, hobbies) Yes/No
5. You feel detached or estranged froa others Yes/No
6. You get less upset or angry about things which once caused you
to bo upset or angry Yes/No
7. You are over-alert or oversensitive to noises Yes/No
8. You have sleep difficulties (hard to fall asleep, insoaaia, awaken
ia the aiddle of the night, sleep too auch, don't sleep enough) Yes/No
9. You have difficulty reaeaboring or concentrating Yes/No
10. You feel guilty about surviving while others died io the war Yes/No
11. You avoid activities which recall war experiences (don't want to 
return to your previous unit or assignaent, don't want to hear or
see things which recall the war, don't want to talk about the war) Yes/No
12. Sloop disturbances or over-sensitivity to noise becoae aore severe
when you see or hear things which recall experiences you had in the war Yes/No 
13. You feel guilty about your behavior during the Lebanon Uar Yes/No
Social Functioning Questionnaire
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Following it a stritt of stateaents describing changts which happen to ptoplt during Ihtir 
livtt. Pltast indicatt ntxt to tach statement whether it does or does not describe changes in your 
life since the war (approximately since the Lebanon war).
If the statement it true or generally true for you, circle the letter HtM. If the statement it 
not true or generally not true, circle the letters “n.t.". Reaenber, tbe questions relate te the 
period since the war. If you do not understand how to coaplete the questionnaire, do not hesitate 
to ask the person in charge.
1. t / n.t.
2. t / n.t.
3. t / n.t.
4. t / n.t.
5. t / n.t.
6. t / n.t.
7. t / n.t.
8. t / n.t.
9. t / n.t.
10. t / n.t.
11. t / n.t.
12. t / n.t.
13. t / n.t.
14. t / n.t.
15. t / n.t.
16. t / n.t.
17. t / n.t.
16. t / n.t.
19. t / n.t.
20. t / n.t.
21. t ! n.t.
22. t / n.t.
Since the war I have bad eccasional difficulties at work which 1 didn't have before. 
Since the war 1 have been sicker and it interferes with ay work.
Since the war I have been absent froa work aore frequently than before.
Since the war I have spent less tiae with the faaily.
Since the war I have had probleas with ay colleagues at work which did not occur
previously.
Since the war I talk with aeabers of ay faaily less than I used te.
Since the war I have been aore dependent on others.
Since tbe war I have had probleas with faaily aeabers which I didn't have before. 
Since the war I have been less interested in work.
Since the war I have spent less tiae with friends.
Since the war I have quarreled aore with people.
Since the war I have found it hard to discuss the war with people.
Since the war ay sexual functioning has declined.
Since the war I have had less desire te aeet with people.
Since the war people annoy ae aore easily.
Since the war I have been-aore worried about work natters.
Since the war I have felt uneasy while other people were around.
Since the war I have left all decisions to other people.
Since the war I no longer rely on other people.
Since the war I have felt that people don't understand ae.
Since tbe war 1 have gone to doctors aore often than before.
Since the war it is hard for ae to talk about things that troubled ae.
I
I
I
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APPENDIX D
ENDORSEMENTS OF EMOTIONS
ENDORSEMENT OF EMOTIONS EXPRESSED AS A PERCENTAGE OF N -  20 FOR EACH TRAUMA GROUP
NAVAL CRIME AIRLINE EARTHQUAKE
EMOTION
NUMB
During 108 108 108 158
Immediately a fter 558 358 458 258
Now
During and immediately after 58 258 108 208
Now and immediately after 58
During and now
A t all three times 108 58 108
No endorsement of this emotion 308 158 308 308
VULNERABLE
During 58 58 408 208
Immediately 3fter 208 108 108 58
Now 408 58 108
During and immediately a fter 158 108 158
Now and immediately a fter 158 208 58
During and now
A t all three times 308 108 58
No endorsement of this emotion 208 208 308 408
HOPELESS
During 58 408 58
Immediately after 58 208 258
Now 508 158 58 58
During and immediately after 58 208 58 108
Now and immediately after 58 58
During and now 58
A t all three times 158
No endorsement of this emotion 358 258 458 508
OUT OT CONTROL
During 58 158 458 208
Immediately a fter 158 158 108 108
Now 108 108 58 58
During and immediately a fter 108 208 108
Now and immediately after 58
During and now 58
A t all three times 158 58 58
No endorsement of this emotion 358 358 358 558
ENDORSEMENT OF EMOTIONS EXPRESSED AS A PERCENTAGE OF N -  20 FOR EACH TRAUMA GROUP
NAVAL CRIME AIRLINE EARTHQUAKE
EMOTION
ALONE
During 15« 20« 15«
Immediately after 25« 5« 15«
Now 55« 5« 5« 5«
During and immediately a fter 15«
Now and immediately after 10« 5« 10«
During and now
A t all three times 15«
No endorsement of this emotion 45« 15« 65« 55«
HELPLESS
During 15« 65« 20«
Immediately after 10« 20« 10«
Now 45« 5« 10« 5«
During and immediately a fter 5« 25« 30«
Now and immediately a fter 5«
During and now 5« 5«
A t all three times 20« 10« 5« 5«
No endorsement of this emotion 15« 15« 20« 30«
ANGRY
During 5« 10«
Immediately a fter 10«
Now 55« 15« 65« 30«
During and immediately after 5«
Now and immediately after 40« 25«
During and now 10«
A t all three times 5« 45« 10«
No endorsement of this emotion 20« 50«
AFRAID
During 85« 35« 75« 35«
Immediately after 5« 5« 5«
Now 10«
During and immediately a fter 10« 10« 35«
Now and immediately a fter 10« 5«
During and now 5«
A t all three times 15«
No endorsement of this emotion 15« 15« 5« 20«
ENDORSEMENT OF EMOTIONS EXPRESSED AS A PERCENTAGE OF N -  20 FOR EACH TRAUMA GROUP
NAVAL CRIME AIRLINE EARTHQUAKE
EMOTION
CONFUSED
During 5« 5« 40«
Immediately a fter 40% 35« 30« 15«
Now 5«
During and immediately after 40« 10« 25« 30«
Now and immediately after 10« 15« 5«
During and now 5«
A t all three times 15« 10«
No endorsement of this emotion 5« 15« 25« 15«
EMOTIONAL
During 5« 15«
Immediately after 20« 15« 25« 5«
Now 10« 10« 15« 10«
During and immediately after 10« 10«
Now and immediately after 70« 40« 20« 15«
During and now 10«
A t all three times 30« 10« 15«
No endorsement of this emotion 10« 30«
GUILTY
During
Immediately a fter 5« 15«
Now 5«
During and immediately after 20« 5«
Now and immediately after
During and now
A t all three times 5«
No endorsement of this emotion 95« 60« 90« 100«
LOST
During 10« 5« 5«
Immediately a fter 20« 15«
Now 10« 10« 5« 5«
During and immediately a fter 10« 5«
Now and immediately a fter 15«
During and now
A t all three times 5«
No endorsement of this emotion 90« 30« 90« 70«
ENDORSEMENT OF EMOTIONS EXPRESSED AS A PERCENTAGE OF N -  20 FOR EACH TRAUMA GROUP
NAVAL CRIME AIRLINE EARTHQUAKE
EMOTION
AIMLESS
During 5»
Immediately after 25» 5» 20»
Now 70» 15» 15» 5»
During and immediately after 15»
Now and immediately after 
During and now 
A t all three times
5»
No endorsement o f this emotion 30» 40» 75» 75»
OSTRACIZED
During
Immediately after 20»
Now 100» 15» 10»
During and immediately a fter 
Now and immediately a fter 
During and now 
A t all three times
10»
No endorsement of this emotion 55» 100» 90»
NEGLECTED
During
Immediately a fter 20» 5»
Now 95» 10» 10» 15»
During and immediately a fter 5»
Now and immediately a fter 
During and now 
At all three times
10» 5»
No endorsement o f this emotion 5» 55» 85» 80»
TERRIFIED
During 50» 30» 75» 50»
Immediately after 
Now
10»
10»
5»
During and immediately a fter 20» 15»
Now and immediately after 
During and now
10»
At all three times 10»
No endorsement of this emotion 50» 20» 15» 30»
